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Abstract 
Awareness about nonsuicidal self-injury (NSSI) in clinical and nonclinical 
populations has rapidly expanded in the last 20 years.  However, much less is known 
about this behavior in male inmates.  In February and March 2013, 140 male inmates in 
two Oregon correctional institutions participated in a study on the prevalence, frequency, 
functions, and predictors of NSSI.  Results indicated that 2.1% of participants (n = 3) had 
engaged in NSSI during current incarceration.  The most commonly endorsed NSSI 
behaviors were cutting and interfering with wound healing, with frequencies ranging from 
two to 500 instances.  Participants emphasized intrapersonal functions of NSSI over 
interpersonal functions.  Study hypotheses could not be tested statistically due to the low 
number of participants who endorsed NSSI during current incarceration.  However, the 
following factors seemed linked to NSSI behaviors during current incarceration: 
preincarceration NSSI history, younger than average age, recency of current 
incarceration, and elevated scores on the PAI ANT scale.  Implications of the study and 
directions for future research are discussed. 
Keywords: nonsuicidal self-injury, incarcerated population, prevalence, frequency, 
functions, predictors. 
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Introduction 
 In the last decade, awareness of nonsuicidal self-injury (NSSI) – the deliberate, 
self-inflicted destruction of body tissue without suicidal intent and for purposes not 
socially sanctioned (International Society for the Study of Self-injury [ISSS], 2013) – has 
rapidly risen in clinical circles and among the general public.  An example of this was the 
two-page article by Moninger in the July 2011 issue of Family Circle on NSSI in 
children.  In the last 10-15 years, we have also seen a surge in empirical studies on NSSI 
(Favazza, 2009; Nock, 2010).  As a result, mental health professionals have come to 
understand that NSSI is prevalent across clinical and nonclinical adult and adolescent 
populations (Briere & Gil, 1998; Darche, 1990; DiClimente, Ponton, & Hartley, 1991; 
Hilt, Cha, & Nolen-Hoeksema, 2008; Klonsky, Oltmanns, & Turkheimer, 2003; Laye-
Gindhu & Schonert-Reichl, 2005; Lloyd-Richardson, Perrine, Dierker, & Kelley, 2007; 
Ross & Heath, 2002; Whitlock, Eckenrode, & Silverman, 2006).  We have also learned 
that individuals engage in NSSI for a broad range of reasons and that the behavior often 
co-occurs with other mental health problems and high-risk behaviors (Briere & Gil, 1998; 
Guertin, Lloyd-Richardson, Spirito, Donaldson, & Boergers, 2001; Hoffman & Kress, 
2008; Klonsky, 2007a; Klonsky & Muehlenkamp, 2007; Laye-Gindhu & Schonert-
Reichl, 2005).   
 Even though valuable knowledge has emerged about NSSI in general clinical and 
nonclinical populations, much less is known about the prevalence, functions, mental 
health issues, and other factors related to NSSI in inmates.  NSSI in incarcerated settings 
is likely to both be similar to and different from NSSI in populations outside a 
correctional setting.  Some inmates who engage in NSSI during incarceration likely 
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started self-injuring before they entered the correctional system (e.g., Penn, Eposito, 
Schaeffer, Fritz, & Spirito, 2003).  In addition, correctional facilities are increasingly 
providing services for people with mental health problems (Torrey, Kennard, Elsinger, 
Lamb, & Pavic, 2010).  However, several researchers have also identified characteristics 
of NSSI in incarcerated populations that may be unique to the prison environment, such 
as the relationship between NSSI and the length of time spent in incarceration (e.g., Smith 
& Kaminski, 2010). 
 To date, only one nationwide study has been published in the United States on 
NSSI in incarcerated populations.  The authors of this study (Appelbaum, Savageau, 
Trestman, Metzner, & Baillargeon, 2011) found that just over half of the participating 
state and federal prison systems collected data on episodes of self-injurious events.  
Policy definitions of NSSI existed in only one third of the responding systems.  Several 
studies on the prevalence, frequency, and functions of NSSI in incarcerated populations 
have been carried out with male, female, juvenile, and forensic incarcerated populations 
across the world.  However, the results of these studies are frequently not generalizable to 
other incarcerated populations because of nonrandom – and often small – population 
samples and nonstandard definitions of NSSI.  Also, researchers of many studies based 
their conclusions about NSSI in inmates on archival data of episodes of NSSI as opposed 
to prisoners’ self-report.  It is likely that minor episodes of NSSI (e.g., self-scratching) 
may not have been reflected in archival data.   
 Prison authorities should have access to accurate up-to-date information about the 
prevalence, functions, comorbidities, and other factors related to NSSI in a correctional 
setting.  This information may help prison authorities allocate adequate resources and 
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formulate effective policies to monitor, respond to, and treat inmates who engage in this 
behavior.  Mental Health Directors of state and federal prison systems who participated in 
the Appelbaum et al. (2011) study confirmed the importance of NSSI.  A total of 84% of 
participants confirmed their willingness to participate in future studies on the behavior. 
 The purpose of this study was to fill in some of the gaps in the current literature on 
the prevalence, functions, comorbidities, and other factors related to NSSI in a male 
incarcerated population.  Additionally, the intention was to use the study data to assess 
which male inmate characteristics could predict the occurrence of NSSI during 
incarceration. 
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Literature Review 
NSSI is not a recent phenomenon.  Rather, the behavior has occurred across 
cultures, societies, and times (Favazza, 2009; Nock, 2010).  Still, research on NSSI was 
relatively scarce until the late 1990s and was often limited to special populations (e.g., 
women with Borderline Personality Disorder or inmates).  Since then, it has been 
established that NSSI is common across clinical and nonclinical populations (Briere & 
Gil, 1998; Klonsky, 2011; Klonsky et al., 2003; Lloyd-Richardson et al., 2007).  As a 
result, NSSI has been included as a condition for further study in the fifth edition of the 
Diagnostic and Statistical Manual of Mental Disorders (DSM-5; American Psychiatric 
Association, 2013). 
 In spite of the recent expansion of awareness and understanding of the prevalence, 
forms, features, and functions of NSSI in nonclinical and clinical populations, there is a 
distinct lack of empirical knowledge about NSSI in male and female incarcerated 
populations.  This lack of vital information is probably the result of factors that have 
hampered general research on NSSI and of factors that are unique to the correctional 
environment.  First, NSSI is a complex behavior in terms of its presentation, 
characteristics, and functions (Klonsky & Muehlenkamp, 2007).  Second, the absence of a 
commonly accepted definition of NSSI has hindered both progress in our understanding 
of the behavior and adequate dissemination of research findings across professional fields 
(Claes & Vandereycken, 2007; Klonsky & Muehlenkamp, 2007; Rodham & Hawton, 
2009).  Third, the special mandate of correctional authorities to prevent death has 
confounded the distinction between the intent and possible outcome of NSSI (Lanes, 
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2009).  And finally, progress in research on NSSI in incarcerated populations may have 
been affected by correctional staffs’ frequently documented preconceived notion of NSSI 
as manipulative behavior (Dexter & Towl, 1995; Jones, 1986; Thorburn, 1984). 
 In this literature review, I provide an overview of the current understanding of 
prevalence, characteristics, functions, and responses to NSSI in incarcerated populations 
and to highlight the need for additional research.  To aid the reader, a brief overview of 
our current understanding of NSSI in nonincarcerated populations is included.  To the 
extent feasible, this review was limited to articles in which the authors distinguished 
NSSI from suicidal behaviors.  In addition, articles that solely addressed major NSSI 
(e.g., self-castration), which occurs primarily among individuals with psychotic or 
substance-related disorders, as well as stereotypical NSSI, which typically occurs among 
individuals with pervasive developmental or neuropsychiatric disorders (Nock & 
Favazza, 2009) were excluded. 
General Introduction to NSSI 
Definition.  Mental health professionals have used numerous terms and 
definitions to describe self-injury, including self-injurious behavior, deliberate self-harm, 
self-mutilation, self-harm, self-inflicted violence, and parasuicide (Briere & Gil, 1998; 
Brown & Bryan, 2007; Gratz, 2001; Levy, Yeomans, & Diamond, 2007; Warm, Murray, 
& Fox, 2002; White, McCormick, & Kelly, 2003).  Recently, the psychology field has 
moved closer to a generally accepted definition of NSSI that reflects six issues proposed 
by Suyemoto and Kountz (2000): (a) intent, (b) social acceptability, (c) directness, (d) 
frequency, (e) degree of physical harm, and (f) psychological state during NSSI.  The 
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above six elements have also been included in the definition of NSSI in the DSM-5 (APA, 
2013), as follows:  
In the last year, the individual has, on 5 or more days, engaged in intentional self-
inflicted damage to the surface of his or her body of a sort likely to induce 
bleeding, bruising or pain (e.g., cutting, burning, stabbing, hitting, excessive 
rubbing), with the expectation that the injury will lead to only minor or moderate 
psychical harm (i.e., there is no suicidal intent) . . . The absence of suicidal intent 
has either been stated by the individual or can be inferred by the individual’s 
repeated engagement in a behavior that the individual knows, or has learned, is not 
likely to result in death. 
The individual engages in the self-injurious behavior with one or more of 
the following expectations: (a) To obtain relief from a negative feeling or 
cognitive state; (b) To resolve an interpersonal difficulty; (c) To induce a positive 
feeling state . . . 
The intentional self-injury is associated with at least one of the following: 
(a) interpersonal difficulties or negative feelings or thoughts, such as depression, 
anxiety, tension, anger, generalized distress, or self-criticism, occurring in the 
period immediately prior to the self-injurious act; (b) prior to engaging in the act, 
a period of preoccupation with the intended behavior that is difficult to control; (c) 
thinking about self-injury that occurs frequently, even when it is not acted upon. 
The behavior is not socially sanctioned (e.g., body piercing, tattooing, part 
of a religious or cultural ritual) and is not restricted to picking a scab or nail biting 
. . . 
The behavior does not occur exclusively during psychotic episodes, 
delirium, substance intoxication, or substance withdrawal. In individuals with a 
neurodevelopmental disorder, the behavior is not part of a pattern of repetitive 
stereotypies. The behavior is not better explained by another mental disorder or 
medical disorder (i.e., psychotic disorder, autism spectrum disorder, intellectual 
disability, Lesch-Nyhan syndrome, stereotypic movement disorder with self-
injury, trichotillomania [hair pulling disorder], excoriation [skin-picking disorder]) 
(p. 803) 
For the purpose of this dissertation, I defined NSSI as the deliberate destruction of 
one’s body tissue without suicidal intent and for purposes not socially sanctioned.  This 
definition was proposed by the International Society for the Study of Self-Injury in 2007 
(International Society for the Study of Self-Injury, 2013).  This definition was also used 
by Klonsky and Glenn (2008) in the development of the Inventory of Statements About 
Self-Injury, a measurement used in this dissertation. 
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Methods.  A wide range of self-injurious behaviors has been documented in the 
literature, including cutting, scratching , burning, banging, hitting, and inserting objects 
under the skin (Briere & Gil, 1998, Klonsky, 2007b; Klonsky & Muehlenkamp, 2007; 
Lloyd-Richardson et al., 2007; Nock, 2010; Ross & Heath, 2002; Whitlock et al., 2006).  
The most frequently reported NSSI method is cutting or carving oneself (Klonsky, 2011; 
Nock, 2010).  However, many individuals who engage in repeated self-injury use multiple 
methods (Klonsky, 2011; Klonsky & Muehlenkamp, 2007; Nock, 2010). 
 Special characteristics.  Two striking characteristics of NSSI are its possibly 
addictive nature and the role of peer influence.  In several studies, researchers have found 
evidence that NSSI behaviors may have a social learning component.  For example, 
Deliberto and Nock (2008) found that 38% of study participants with a history of NSSI (N 
= 64; ages 12-19 years) obtained the idea to self-injure primarily from peers.  On the basis 
of a cross-sectional study with 1,965 undergraduate students (65.7% women and 34.3% 
men; mean age = 19.34 years, SD = 1.41), Muehlenkamp, Hoff, Licht, Azure, and 
Hasenzahl (2008) reported that students who had been exposed to NSSI behaviors in 
others were significantly more likely to have engaged in NSSI themselves.  Prinstein et al. 
(2010) also found that peer influence played an important role in NSSI behaviors of 
community adolescents (N = 377; 50% girls and 50% boys; Grades 6-8) and psychiatric 
inpatient adolescents (N = 140; 72% girls and 28% boys; Grades 7-9).   
 In two studies, researchers found evidence of the possibly addictive nature of 
NSSI.  Nixon, Cloutier, and Aggarwal (2002) found that 97.6% of the psychiatrically 
hospitalized adolescents in their study (N = 42; 36 girls and 6 boys; mean age = 15.7 
years, SD = 1.5) endorsed three or more addictive items such as “tension level reoccurs if 
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discontinue SI [self-injury]” (p. 1338).  In a study with 93 volunteer participants with a 
history of NSSI (96% women and 4% men; mean age = 35 years, SD = 9; 91% White), 
Briere and Gil (1998) found that only 28% of participants felt they were always in control 
of their NSSI. 
Epidemiology. This section contains information on NSSI assessment methods 
and on prevalence in noncorrectional populations. 
Assessment.  Accurate assessment of NSSI is important.  Not only is NSSI 
associated with mental health disorders, suicidal behaviors, and high levels of emotional 
distress, but this type of self-injury can also become more severe over time and result in 
accidental suicide and permanent physical lesions (Nock, 2010; Slee, Garnefski, van der 
Leeden, Arensman, & Spinhoven, 2008).  In addition, accurate assessment of the 
functions of NSSI is necessary for the development and application of effective 
treatments (Walsh, 2007).   
Several measures have been developed to assess the history, context, and 
functions of NSSI in research populations (Klonsky & Weinberg, 2009; Nock, 2010; 
Walsh, 2007).  The first group of measures – referred to as omnibus measures – assess a 
broad range of NSSI characteristics, such as “topography, frequency, lethality, 
intent/functions, history of NSSI, and history of suicidality” (Klonsky & Weinberg, 2009, 
p. 189).  Omnibus measures with good psychometric properties are the 31-item Suicide 
Attempt Self-Injury Interview (Linehan, Comtois, Brown, Heard, & Wagner, 2006) and 
the 169-item Self-Injurious Thoughts and Behaviors Interview (Nock, Holmberg, Photos, 
& Michel, 2007).  The second group of measures—functional measures—specifically 
focus on the functions of or motivations for NSSI.  Two measures have been well- 
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established in this group: the Functional Assessment of Self-Mutilation (Lloyd, Kelley, & 
Hope, 1997) and the Inventory of Statements About Self-Injury (Glenn & Klonsky, 2007; 
Glenn & Klonsky, 2011; Klonsky & Glenn, 2008; Klonsky & Olino, 2008).  The 
Functional Assessment of Self-Mutilation, a 22-item self-report measure, has a specific 
focus on possible reasons for self-injury.  The Inventory of Statements About Self-Injury 
is a slightly longer measure and is similarly used to assess motivations for NSSI.  Further 
details on the Inventory of Statements About Self-Injury are included in the Method 
section, below.  Measures in the third group—behavioral measures—are the narrowest in 
scope and primarily assess characteristics of the behavior itself.  The Deliberate Self-
Harm Inventory (Gratz, 2001) is an example of a behavioral measure with good 
psychometric properties. 
Prevalence rates.  Even though much has been learned about NSSI in the last 15 
years, there is a lack of accurate estimates of NSSI prevalence rates and trends in clinical 
and nonclinical populations.  Large-scale epidemiological mental health studies such as 
the National Comorbidity Survey – Replication (Kessler & Merikangas, 2004; Nock, 
2010) did not incorporate NSSI as a separate entity.  The noninclusion of NSSI as a 
separate entity was linked to the limited inclusion of self-injury in the Diagnostic and 
Statistical Manual of Mental Disorders, Fourth Edition, Text Revision (DSM-IV-TR; 
APA, 2000) as one of the diagnostic criteria of Borderline Personality Disorder.  Current 
prevalence estimates of NSSI are based on small- and medium-scale studies, which have 
used divergent self-injury definitions, study samples, and measurements.  In some studies, 
individuals have been categorized as having a history of self-injury after a single mild 
instance of NSSI (Nock, 2010). 
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 Regardless of the above-mentioned limitations of empirical studies on NSSI, the 
behavior seems to be prevalent and increasing in clinical and nonclinical populations.  
Briere and Gil (1998) assessed self-injury in a stratified random sample of 1,422 adults in 
the United States (50% men and 50% women; mean age = 46 years, SD = 17; 75% 
White, 11% Black, 7% Hispanic, 3% Asian, 2% Native American, 2% other).  The 
authors defined NSSI as “intentionally hurting yourself even though you weren’t trying to 
commit suicide over the last six months” (p. 611).  Approximately 4% of participants 
endorsed a history of NSSI.  Klonsky et al. (2003) obtained similar results in a study of 
1,986 Air Force recruits (62% men and 38% women; mean age = 20 years, SD = 5; 65% 
Caucasian, 17% African American, 4% Hispanic, 3% Asian, 1% Native American, 10% 
other), in which 4.2% of male participants and 3.6% of female participants reported a 
history of NSSI.  In this study, participants were categorized as having a history of NSSI 
based on endorsement of the following statements: I have hurt myself on purpose several 
times or When I get very tense, hurting myself physically somehow calms me down. 
Prevalence rates for younger nonclinical populations appear to be noticeably 
higher than are those for nonclinical adults.  Several researchers have found young adult 
and adolescent NSSI prevalence rates on the order of 14% to 56% (Hilt et al., 2008; Laye-
Gindhu & Schonert-Reichl, 2005; Lloyd-Richardson et al., 2007; Ross & Heath, 2002; 
Whitlock et al., 2006).  For example, Whitlock et al. (2006) conducted a study among 
3,069 university students (56.3% women and 43.7% men; non-Hispanic White 64.7%, 
non-Hispanic Black 3.7%, Hispanic 4.3%, Asian/ Asian American 17.1%, other 10.2%) 
from two northeastern U.S. universities.  Participants were asked whether they had ever 
engaged in any of 16 self-injurious behaviors with the intent of hurting themselves (e.g., 
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Severely scratched or pinched with fingernails or objects to the point that bleeding 
occurred or marks remained [p. 1943]).  A total of 17% of participants reported a lifetime 
history of NSSI. 
On the basis of a small number of studies, NSSI prevalence rates appear to be 
higher among clinical populations than among nonclinical adult and adolescent 
populations.  In their earlier cited study, Briere and Gil (1998) reported a 6-month NSSI 
prevalence rate of 21% among 390 clinical adults (78% women and 22% men; mean age 
= 36 years, SD = 10; 81% White, 12% Hispanic, 6% Black, 1% Asian; 63% mental health 
outpatients and 37% psychiatric inpatients).  DiClemente et al. (1991) conducted research 
on cutting behavior among 76 psychiatrically hospitalized adolescents (53% girls and 
47% boys; mean age = 15.2 years; White 63.2%, Black 13.2%, Hispanic 11.8%, Asian 
11.8%).  More than 60% of participants endorsed a lifetime history of cutting behavior.   
Gender differences.  Researchers have reached new conclusions on gender 
differences in self-injury prevalence rates.  According to traditional wisdom, girls and 
women were more likely to engage in NSSI than were boys and men (Klonsky & 
Muehlenkamp, 2007).  However, researchers in four studies (Andover, Primack, Gibb, & 
Pepper, 2010; Briere & Gil, 1998; Hilt, Nock, Lloyd-Richardson, & Prinstein, 2008; 
Lloyd-Richardson et al., 2007) concluded that NSSI prevalence rates of clinical and 
nonclinical adolescent and adult samples did not differ by gender.  Nevertheless, 
differences have been observed between men and women in the preferred self-injury 
method and in the functions of NSSI.  For example, Claes, Vandereycken, and 
Vertommen (2007) conducted a study with 399 inpatient psychiatric patients in Belgium 
(65% women and 35%; mean age = 30.8 years; SD = 12.2).  Approximately 41% of 
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participants reported at least one episode and method of NSSI.  The authors reported that 
women in the study were significantly more likely to engage in scratching, bruising, 
cutting, and nail-biting than were men in the study.  Claes et al. also documented 
significant differences between male and female participants regarding the functions of 
NSSI.  Female participants were reportedly more likely than male participants to engage 
in NSSI for intrapersonal reasons (e.g., to avoid negative feelings).  Male participants 
were more likely to engage in NSSI for interpersonal functions (e.g., to get attention) than 
were women in the study. 
Comorbidities.  NSSI has long been considered to be either a key characteristic 
of Borderline Personality Disorder or a concealed suicide attempt (Favazza, 1998; 
Klonsky & Muehlenkamp, 2007).  However, NSSI can also occur in the absence of any 
mental disorders specified in the DSM-IV-TR (APA, 2000) or DSM-5 (APA, 2013).  At 
the same time, the relationship between NSSI and other mental health diagnoses (e.g., 
eating disorders, mood disorders, and anxiety disorders) has been well-established in 
clinical and nonclinical populations (Andover, Pepper, Ryabchenko, Orrico, & Gibb, 
2005; Claes et al., 2001; Favazza & Conterio, 1989; Hintikka et al., 2009; Klonsky et al., 
2003; Nock & Prinstein 2005; Ross & Heath, 2002; Styer, Gebhardt, & Juzwin, 2010). 
The relationship between NSSI and suicidal behaviors is complex.  NSSI and 
suicidal behaviors often occur in the same individuals, even though these behaviors differ 
in intent, frequency, lethality of method, preferred method, and other characteristics 
(Walsh, 2006, 2010).  Individuals with a history of NSSI often have attempted suicide as 
well, with prevalence rates estimated at approximately 70% for clinical populations and 
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50% for nonclinical populations (Muehlenkamp & Gutierrez, 2007; Nock, Joiner, 
Gordon, Lloyd-Richardson, & Prinstein, 2006). 
NSSI functions.  Much remains to be understood about reasons why individuals 
intentionally injure their bodies.  Numerous reasons for NSSI have been identified in 
empirical studies (e.g., Briere & Gil, 1998; Klonsky 2011; Laye-Gindhu & Schonert-
Reichl, 2005), with the most frequently reported motivations being affect regulation and 
self-punishment (Klonsky, 2007a; Klonsky, 2011).  Other important findings have been 
that individuals frequently engage in NSSI for multiple reasons and that the function of 
NSSI can change over time for an individual (Hoffman & Kress, 2008; Prinstein, Guerry, 
Browne, & Rancourt, 2009). 
Current theoretical models of NSSI.  Recently, mental health professionals have 
formulated theoretical models to explain why people engage in NSSI (Nock, 2009), 
including the functional model (Nock & Prinstein, 2004, 2005), interpersonal model 
(Prinstein et al., 2009), and biological model (Sher & Stanley, 2009).  Of these models, 
the Four-Function Model (FFM) has received the most empirical support (Lloyd-
Richardson et al., 2007; Nock & Prinstein, 2004, 2005).  In this model, NSSI is classified 
based on the locus of the intended change (i.e., intrapersonal or interpersonal) and on the 
nature of the reinforcement (i.e., positive or negative reinforcement).  For example, NSSI 
intended to reduce feelings of sadness would be classified as an intrapersonal negative 
reinforcer. 
Treatment.  Mental health professionals have yet to agree on the existence of 
effective therapies to reduce NSSI.  On the one hand, Klonsky and Muehlenkamp (2007) 
reported that “there are a number of treatments that appear to be effective in remedying 
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self-injury” (p. 1051).  On the other hand, Nock (2010) stated that “there currently are no 
evidenced-based interventions or prevention programs for self-injury” (p. 355).  In 
contrast, cognitive-behavioral interventions have received the most attention in clinical 
trials addressing NSSI, including Cognitive-Behavioral Therapy (CBT), Problem-Solving 
Therapy (PST), and Dialectical Behavior Therapy (DBT; Muehlenkamp, 2006).   
 Role of the therapist.  Therapists’ own stances toward individuals who engage in 
NSSI will likely influence a successful treatment outcome.  The need for therapists to 
build a strong therapeutic relationship and to contain their negative emotions (e.g., anger 
or disgust) toward self-injuring clients has been emphasized by several authors (Favazza, 
1998; Klonsky & Weinberg, 2009; Walsh, 2007; White et al., 2003). 
NSSI in incarcerated populations 
This section contains an overview on NSSI in incarcerated populations. Unless 
stated otherwise, each study was conducted in the United States. Accounts of NSSI in 
incarcerated populations have been present in the professional literature for over 50 years 
(e.g., Martinez, 1980; Offer & Barglow, 1960; Yaroshevsky, 1975, former Soviet Union).  
Still, the body of scientific literature on NSSI in prisoners is small, especially on NSSI in 
male prisoners (Lanes, 2009).  This lack of empirical studies is surprising because several 
authors have stated that NSSI in a correctional setting differs in important ways from 
NSSI in other settings.  For example, Lanes (2009) emphasized that management of NSSI 
in prisons was complicated by the mandate of correctional authorities to prevent death.  
Thomas, Leaf, and Kazierczak (2006) pointed to the unique stressors inmates face that 
may trigger NSSI.  Also striking is the apparent lack of connection between studies 
carried out with incarcerated and nonincarcerated populations.  For example, in their 
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valuable 2011 study, Appelbaum et al. did not incorporate the increasingly standard 
definition of NSSI (International Society for the Study of Self-Injury, 2013), nor did they 
cite important recent studies on NSSI in nonincarcerated populations.   
Definitions.  Literature on NSSI in incarcerated populations is wrought with 
different terms for and (lack of) operational definitions of NSSI.  A survey of the 
literature revealed the following 10 terms: self-harm (Carli et al., 2011, Italy), self-
injurious behavior (Hillbrand, 1993; Livingston, 1997, United Kingdom; Winchel & 
Stanley, 1991), non-suicidal self-injury (Carli et al., 2011, Italy), self-mutilation 
(Fulwiler, Forbes, Santagelo, & Folstein, 1997; Jones, 1986, Martinez, 1980; 
McKerracher, Loughnane, & Watson, 1968, United Kingdom; Thorburn, 1984), 
deliberate self-harm (Lohner & Konrad, 2006, Germany), deliberate self-injurious 
behavior (Appelbaum et al., 2011), manipulative self-injurious behavior (Martinez, 1980), 
manipulative acts of self-harm (Dear, Thomson, & Hills, 2000, Australia), nonlethal 
forms of self-injury (Fulwiler et al., 1997), and self-induced medical conditions 
(Thorburn, 1984).  An additional challenge is that different authors have attributed 
different meanings to the same term.  For example, Hillbrand (1993) defined self-
injurious behavior as the “willful infliction of physical harm to self without suicidal 
intent” (p. 95).  In contrast, Livingston (1997, United Kingdom) stated the following: 
The term self-injurious behavior will be used to define any instance in which a 
prisoner deliberately harms him/ herself regardless of the method(s) used or the 
expressed intent to die. . . . The term, “self-injurious behavior” will be used 
throughout this review when discussing self-injurious acts which also include 
completed suicides.” (p. 22) 
 
Terms used to denote different forms of NSSI have been similarly confusing.  
Lanes (2009) categorized individuals who engaged in disembowelment and eye 
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enucleation as “cutters” (p. 693).  Matsumoto et al. (2005, Japan), on the other hand, 
limited “self-cutting” (p. 320) to cutting of forearms and wrists.   
Appelbaum et al. (2011), Lanes (2009), and McHugh and Town (1997, United 
Kingdom) pointed out that the lack of a consistently used definition of NSSI has 
hampered research and has resulted in clinical, conceptual, and methodological problems, 
including a lack of effective intervention strategies.  This absence of a consistently used 
definition of NSSI has resulted in part from the mandate of correctional authorities to 
prevent death, which makes the intent of any self-injurious act less important than the 
possible outcome (Lanes, 2009; McHugh & Town, 1997, United Kingdom).  As a result, 
nonlethal acts have been treated at some times as suicides and at other times as distinct 
behaviors (Fulwiler et al., 1997).   
 A commonly accepted definition of NSSI in an incarcerated population has not yet 
been established.  Lanes (2009) suggested that a definition of NSSI in an incarcerated 
setting should be limited to the repetitive deliberate destruction of bodily tissue without 
conscious suicidal intent.  However, he argued against classifying self-injury based on 
potential lethality.  Livingston (1997, United Kingdom) similarly argued against a 
lethality-based classification of self-injury because of potential hostile responses by 
prison staff who frequently regard NSSI as manipulative and exploitative.  He pointed out 
that young offenders frequently use highly lethal methods of self-injury, such as hanging, 
even though they do not have suicidal intent.  Finally, Fulwiler et al. (1997) pointed out 
that suicide and self-mutilation in prisoners were distinct clinical entities and should be 
distinguished by conscious intent, type and lethality, onset and type of psychiatric 
symptoms. 
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Epidemiology.  As mentioned in the previous section, research on NSSI in 
incarcerated populations has been hindered by the absence of a standard definition of 
NSSI and the special characteristics of the prison environment.  Borrill et al. (2003, 
United Kingdom) pointed out that “incidents of self-harm tend to be both underreported 
and underrecorded in prisons, particularly repeated acts by the same person” (p. 239).  To 
date no comprehensive study has been carried out on the prevalence of NSSI in prisons in 
the United States.  Comprehensive studies on the most common forms, functions, 
associated factors, and comorbidities are similarly lacking.  In the sections that follow, I 
will summarize salient empirical studies on NSSI in incarcerated populations that have 
been carried out in the last 50 years both within and outside the United States. 
 Prevalence.  To date, only one nationwide study on NSSI in incarcerated 
populations has been published in the United States.  Appelbaum et al. (2011) contacted 
mental health directors of all U.S. state and federal prisons (N = 51) to explore the 
prevalence, epidemiology, and management of inmates’ self-injurious behavior.  Mental 
health directors of 39 prison systems (77%) responded.  The authors did not define self-
injurious behaviors but stated that self-injurious behavior “usually lacks lethal intent” (p. 
285) and included “cutting, burning, hitting, head banging, ingesting or inserting foreign 
objects, and even self-amputation and enucleation, but not tattooing, piercings, or 
autoerotic acts” (p. 285).  The reported prevalence rate of inmates’ NSSI during 
incarceration in each responding prison system ranged from 0.03% to 8.93%, which 
corresponded with an average NSSI prevalence rate of less than 2%.  These prevalence 
rates should be considered in light of other findings in the study.  Data on NSSI self-
injurious events were maintained by only 56% of the prison systems whose directors 
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responded to the survey.  Only 32% of responding systems had a policy definition of self-
injurious behavior, 55% had unwritten definitions and 13% had no definition.  A total of 
26% of directors reported that their facility did not distinguish between self-injurious and 
suicidal behaviors.  The prevalence rates cited above were therefore partly based on 
personal recollections by prison staff and were thus likely to reflect more severe instances 
of NSSI.  This possibility is supported by the fact that 8% of inmates with a history of 
NSSI in this study also carried a diagnosis of a psychotic disorder and 3% a diagnosis of 
intellectual disability, pervasive developmental disorder, or autism. 
 A higher NSSI prevalence rate was found by Gunter, Chibnall, Antoniak, Philbert, 
and Hollenbeck (2011), who conducted a study with a convenience sample of 338 
community corrections offenders in the United States to assess risk factors for suicidal 
ideation, suicide attempts, and “self-harm without lethal intent” (p. 2; 65% men, 35% 
women; 75% Caucasian, 21% African American, 4% other; mean age = 33.9 years, SD = 
9.5).  Fourteen percent of the sample endorsed a lifetime prevalence of self-harm without 
lethal intent and 6% endorsed both a suicide attempt and self-harm without lethal intent.  
The mean age of onset of self-harm without lethal intent was 17.5 years (SD = 7.3) and 
mean number of NSSI episodes was 11.9 (SD = 17.7).  The publication did not contain 
details on the operational definition of self-harm without lethal intent or on instruments 
used to collect data on this behavior. Additionally, the authors did not identify the 
prevalence of NSSI during incarceration in addition to the lifetime NSSI history. 
 NSSI prevalence in incarcerated men.  Only one study  focused specifically 
focused on the prevalence of NSSI in male prisoners has been published to date. Carli et 
al. 2011 conducted a study with a convenience sample of 1,555 male prisoners (mean age 
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= 38.24 years; SD = 10.7) at several penitentiary institutions in Italy.  NSSI, defined as 
self-harm that involves intentional damage to an individual’s body tissue without suicidal 
intent, was assessed through direct interviews with prisoners.  The authors reported that 
17.9% of participants endorsed a lifetime history of NSSI.  Information on NSSI 
prevalence during incarceration was not identified. 
NSSI Prevalence in incarcerated women.  Four recent studies on NSSI in 
incarcerated women have pointed to high NSSI prevalence rates in this population 
(Borrill et al., 2003, United Kingdom; Milligan & Andrews, 2005, United Kingdom; 
Power et al., 2013, Canada; Roe-Sepowitz, 2007).  Borrill et al. (2003) conducted a study 
with 301 women (236 sentenced and 65 remanded) to explore the relationship between 
ethnicity, substance abuse, stressful life events, and lifetime self-harm.  Participants (190 
White and 111 Black/mixed race) from 10 different prisons in the United Kingdom were 
selected through quota sampling.  A total of 151 women (51%) reported a lifetime 
prevalence of one or more self-harm episodes (as measured on the Mini International 
Neuropsychiatric Interview; Sheehan et al., 1997).  The authors did not provide a working 
definition of self-harm, even though a distinction was made between self-harm and 
attempted suicide.  Out of the women with a lifetime self-harm history, 51% endorsed 
more than one instance of self-harm and 34% reportedly had started to self-harm between 
ages 13 to 18.  Only 4% of women in the self-harm group reported their first episode of 
self-harm took place in prison, and 16% stated they had experienced self-harm ideation 
during the preceding month. 
Milligan and Andrews (2005) conducted a study with 89 female inmates (81% 
Caucasian, 19% Afro-Caribbean, mean age = 31.8 years, SD = 9.37) in a medium-size 
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prison in the United Kingdom to assess the roles of childhood abuse, anger, and shame in 
self-harming behaviors.  As part of this study, the lifetime frequencies of three types of 
self-harming behaviors (drug overdosing, suicide attempts and gestures, and self-
mutilation) were assessed through four questions from the Impulse Behaviour Scale 
(Rossotto, Yager, & Rorty, 1994).  The authors reported that 51 female inmates (57%) 
endorsed self-harming behaviors.  Of this group, 73% confirmed suicidal behaviors, 25% 
endorsed both suicidal and self-mutilating behaviors, and 2% reported self-mutilating 
behaviors.  A total of 50% of female inmates who endorsed historical self-harm indicated 
they had engaged in the behavior within 2 months prior to or during their current 
sentence.  Milligan and Andrews did not report the frequency of different types of self-
harming that had occurred immediately prior to or during incarceration.  Similarly, they 
did not provide a definition of self-mutilating behaviors in the article. 
Power et al. (2013) conducted a study with 150 female inmates in Canada (54.0% 
Caucasian, 37.3%; Aboriginal, 8.7% other; mean age = 35.7 years, SD = 10.7) to assess 
prevalence and incidence of NSSI in federally-sentenced women.  Participants’ NSSI—
defined as self-injury without intent to kill oneself—was assessed through semi-structured 
interviews and the Offender Self-Injurious Behavior Inventory (OSIBI), which had been 
specially developed for the study.  A total of 57 participants (38%) endorsed a lifetime 
history of NSSI, of whom fewer than 15% indicated that their first NSSI episode occurred 
during incarceration. 
Finally, Roe-Sepowitz (2007) conducted a study with a convenience sample of 
256 female inmates from five prisons in the southern United States (53.9% Caucasian, 
39.8% African American, 5.1% Hispanic, 1% Native American, 0.5% Asian; mean age = 
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35.46 years, SD = 9.28; mean sentence length = 64.49 months, SD = 70.33).  All 
participants had volunteered to participate in a trauma and abuse-intervention group.  
Participants’ NSSI history was assessed through one question on the Trauma Symptom 
Inventory (Briere, 1995): Have you ever intentionally hurt yourself (for example, by 
scratching, cutting or burning) even though you were not trying to commit suicide? Of the 
study population, 42.3% endorsed a lifetime history of self-mutilation. The author did not 
identify prevalence of NSSI during incarceration. 
NSSI prevalence in incarcerated juvenile populations.  A wide range of NSSI 
prevalence rates (10.4% - 86.0%) has been reported in studies with incarcerated juvenile 
offenders.  Penn et al. (2003) conducted a study with 78 incarcerated juvenile offenders in 
the United States who had been referred for a psychiatric assessment (56 young men and 
22 young women; mean age = 15.6 years, SD = 1.4; 53.8% Caucasian, 24.4% African 
American; 14.1% Hispanic; 3.8% Asian, 3.8% other).  Participants were assessed for 
NSSI with the Functional Assessment of Self-Mutilation.  Thirty percent of participants 
endorsed one or more types of NSSI during their incarceration.   
Chowanec, Josephson, Coleman, and Davis (1991) conducted a study with 432 
male residents (ages 13-17 years) at a juvenile correctional facility in the state of Georgia 
to examine differences between male juvenile offenders with and without a history of 
NSSI during the period of detention.  The authors defined self-harming behavior as “a 
deliberate act inflicting damage to the body of the perpetrator or threatening its integrity” 
(p. 203) and did not evaluate adolescents’ motivation for self-harm.  On the basis of data 
collected from offenders’ records, the authors reported that 10.4% of young men in the 
sample had engaged in NSSI during their detention period.   
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Similarly wide-ranging NSSI prevalence rates were found in studies conducted 
with juvenile offenders in Canada, the United Kingdom, and Japan.  Ross, McKay, 
Palmer, and Kenny (1978) conducted a study in Canada on the relationship between self-
cutting and escape attempts; recidivism; and demographic, personality, and socio-
situational variables.  Self-cutting was described as “self-occasioned lacerations of the 
skin by the direct presentation of a sharp object” (p. 377).  Study participants included 
136 resident young women at a training school for female adolescent offenders (ages 12-
17 years).  Ross et al. reported that 86% of the young women had cut themselves at least 
once during their stay at the training school.  Cullen (1985) studied 95 young women at a 
borstal (i.e., reformatory institute) in the United Kingdom for a period of 6 months and 
compared young women who did and did not engage in NSSI during that period on a 
range of psychological variables.  According to Cullen, approximately 29% of 
participants engaged in NSSI during the study period.  Matsumoto et al. (2005) conducted 
a study with 796 male inmates (N = 796; mean age = 23.7 years, SD = 2.4) at a juvenile 
prison in Japan to explore the link between self-cutting, dissociation, and bulimia.  A total 
of 117 male inmates (14.7%) endorsed a lifetime history of self-cutting.  The authors 
pointed out that the self-cutting prevalence rate in their study was considerably higher 
than the prevalence rate of self-cutting in a sample of male university students in Japan 
(3.5%) found in another study (Yamaguchi, Matsumoto, Odawara, & Takeuchi, 2004). 
Information on NSSI prevalence during incarceration was not identified. 
 NSSI prevalence rates in forensic populations.  Self-injurious behaviors in 
forensic populations have been examined in two studies.  Hillbrand (1993) investigated 
the prevalence rate of NSSI among 307 residents of a maximum-security forensic hospital 
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in the United States.  Residents at this hospital included both correctional patients (n = 
131) and noncorrectional patients (n = 176), who had been admitted because of 
aggressive behavior.  NSSI was defined as the “willful infliction of physical harm to self 
without suicidal intent” (p. 95).  Hillbrand reported that 18% of the correctional patients 
had engaged in NSSI.  No details were provided in the article on the NSSI data collection 
method.   
Gray et al. (2003) conducted a study with 34 “mentally disordered offenders” (p. 
445) at a medium-secure hospital unit in the United Kingdom to assess the efficacy of 
various assessments in predicting self-harm and violence.  Participants (26 men and 8 
women, mean age = 33.0 years, SD = 11.9; 85.3% Caucasian, 8.8% African Caribbean, 
5.9% Asian) had been convicted for serious offenses “within the context of a mental 
disorder” (p. 445; paranoid schizophrenia = 44.1%, depression = 23.5%, personality 
disorder = 14.7%, other = 17.6%).  Data collected at the medium-secure hospital unit 
showed that 52.9% of the participants had engaged in at least one act of self-harm – with 
and without suicidal intent – during their stay at the hospital (mean number of episodes = 
5.59, SD = 10.84). 
 NSSI methods and frequency.  As mentioned in the first part of the literature 
review, many different forms of NSSI exist, ranging from mild (e.g., scratching or 
rubbing the skin) to severe (e.g., self-amputation).  A wide range of NSSI methods and 
frequencies has been documented in studies with incarcerated and forensic populations.  
Lanes (2009) conducted a case-control study using archival data of 264 male prisoners 
(132 with NSSI history and 132 without NSSI history) who were matched by time of first 
entry into the prison and current custody level.  The author defined NSSI as one of more 
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of the following behaviors at least two times within any 12-month period during the 
current prison term in the documented absence of genuine suicidal intent: cutting, 
banging/striking, ingesting/inserting, overdosing on prescription medication, and 
“purposeful interference with medical advice” (p. 693). Major NSSI behaviors such as 
disembowelment and eye enucleation were included in this definition.  Almost all (98%) 
of the prisoners with a history of NSSI had engaged in “cutter” behaviors (p. 693) during 
incarceration, 36.8% in “banger/striker” behaviors (p. 693), 38.7% in “inserter/ingester” 
behaviors (p. 693), 34.9% in “Rx overdoser [nonsuicide]” behaviors (p. 693), and 28.3% 
in “interferes with medical” behavior (p. 694).  Approximately one quarter (24.2%) of 
prisoners with a history of NSSI had engaged in only one form of this behavior, 
approximately one third (31.8%) in two types of NSSI, and 43.9% in three or more types 
of NSSI.  Lanes reported that the types of NSSI engaged in varied with the number of 
methods used.  Cutting was the most common method for prisoners who engaged in one 
or two types of NSSI, whereas banging/striking, ingesting/inserting, and prescription 
overdosing were frequently reported in prisoners who had engaged in three or more NSSI 
methods. 
Six other studies published between 1962 and 2013 also indicated that cutting was 
the most common NSSI method in incarcerated adult and juvenile populations.  Power et 
al. (2013) analyzed archival data on 400 women incarcerated across Canada.  The three 
most common types of NSSI that women had engaged in were cutting/scratching 
(54.6%), ligature (17.5%), and head banging (21%).  Chowanec et al. (1991) reported that 
the NSSI behaviors of 432 male juvenile offenders in the United States ranged from self-
tattooing to hanging, with cutting the most commonly reportedly NSSI method.  Jones 
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(1986) reviewed archival data from the Virginia Department of Corrections for 67 
prisoners with a history of NSSI.  The most common type of injury (46%) involved wrist 
cutting, followed by arm cutting (17%).  Wrist cutting, arm cutting, and cutting other 
parts of the body constituted 76% of all NSSI incidents.  Other reported methods included 
hitting, ingesting foreign objects, opening the stitches of a prior injury, inserting items in 
the body, and burning.   
Thorburn (1984) reported that methods that drew blood (“cutting and factitious 
bleeding,” p. 44) were common among prisoners at the California State Prison, as well as 
swallowing foreign objects, self-infecting with contaminated materials, and interfering 
with medical treatment.  Martinez (1980) identified laceration of the extremities as the 
most common NSSI method among prisoners who were treated at a mental health facility 
within the Tennessee Department of Corrections.  Other common NSSI methods reported 
by Martinez included ingesting foreign objects or inserting them in their self-inflicted 
incisions.  Finally, Panton (1962) also reported laceration of the extremities as the most 
common NSSI method among male inmates in the North Carolina Prison System. 
 Penn et al. (2003), Borrill et al. (2003, United Kingdom), and Fulwiler et al. 
(1997) obtained different findings about most common NSSI methods than did the 
researchers mentioned in the previous paragraphs.  Penn et al. asked male and female 
incarcerated juvenile offenders in the United States who had engaged in self-injury during 
incarceration (n = 26, 9.0%) about their method(s) of NSSI.  Participants in this group 
most commonly endorsed self-biting (20.5%).  Other methods endorsed included picking 
at wounds (14.1%), carving/cutting skin (12.8%), hitting self on purpose (10.3%), picking 
areas of body to the point of drawing blood (9.0%), purposely scraping skin to draw blood 
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(7.7%), hair-pulling (6.4%), self-tattooing (6.4%), inserting objects under nails or skin 
(3.8%), self-burning (2.6%), and using an eraser on the skin to draw blood (2.6%).  Forty-
five percent of participants with a NSSI history reported using one type of NSSI, 32% 
reported using two or three types, 14% reported using four or five types of NSSI, and 9% 
reported using six or more types.   
In Borrill et al.’s (2003) study with remanded and sentenced women in the United 
Kingdom (N =301), the most commonly endorsed NSSI method was taking an overdose 
(36% of women with a history of NSSI).  The second most commonly endorsed method 
was cutting (22%).  Finally, Fulwiler et al. (1997) carried out a study with 16 inmates in 
the Massachusetts state prison system who had been admitted to hospital for acute care.  
All participants had a history of NSSI during the period of their incarceration.  The most 
common NSSI methods were the following: insertion of foreign objects into the urethra 
(38% of participants), superficial wrist slashing (19%), swallowing sharp objects (19%), 
nonlethal overdose (13%), and hanging (13%). 
Comorbidities and factors associated with NSSI.  As mentioned in the previous 
section on NSSI epidemiology, there is a relatively small amount of research on NSSI in 
an incarcerated population.  This gap in the literature is not an indication that the behavior 
is considered unimportant.  After all, several studies have been carried out about factors 
that may be associated with NSSI in prisoners.  A complete review of all possible factors 
that may be associated with NSSI goes beyond the scope of this literature review.  In the 
sections that follow, I review factors relevant to the proposed study, including age, 
ethnicity, length of incarceration, history of NSSI and suicide, aggression, and DSM-IV-
TR Axis I and Axis II Disorders (APA, 2000).   
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 Age.  In five studies, researchers have found a relationship between age and NSSI 
in inmates; specifically, younger age was associated with an increase in NSSI behaviors.  
Cookson (1977) examined 48 episodes of NSSI that were performed by 39 female 
inmates (median age = 24 years, range = 18-64 years) in a U.K. prison.  The author 
concluded that female inmates who engaged in NSSI were “younger than the norm” (p. 
332).  Based on a U.S. study with female inmates (N = 256; mean age = 35 years, range 
19-64 years), Roe-Sepowitz (2007) also concluded that younger age was associated with a 
lifetime history of NSSI. 
The same finding that younger age was correlated with a NSSI history was 
obtained in two studies with male inmates in forensic settings.  Hillbrand, Krystal, 
Sharpe, and Foster (1994) reviewed records of male forensic patients (N = 103) treated at 
a U.S. maximum-security hospital.  The authors concluded that patients with a history of 
NSSI during incarceration were younger than patients without such a history.  Jackson 
(2000) studied daily ward records of 127 male patients (mean age = 37.09 years, SD = 
10.15) in a U.K. maximum-security hospital.  The author concluded that patients who had 
engaged in NSSI during hospitalization (n = 24) were significantly younger than those 
who had not engaged in the behavior.  Finally, Smith and Kaminski (2010) reviewed 
archival data for a large sample of male and female inmates (N = 22,983) from 28 prisons 
in the state of South Carolina.  The authors concluded that inmates with a history of NSSI 
during incarceration (n = 189) were younger than inmates without a history of NSSI (n = 
22,794). 
 Three groups of researchers did not find a relationship between inmates’ age and a 
history of NSSI.  Milligan and Andrews (2005) reviewed data for 89 women (mean age = 
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31.8 years, SD = 9.37) in a U.K. prison.  The authors stated that they did not find a 
correlation between age and a lifetime history of self-harm.  In this study, self-harm was 
defined to include both self-injurious behaviors with and without suicidal intent.  In 
Australia, Haines and Williams (1997) compared 19 male prisoners who had a history of 
NSSI during incarceration with 13 male prisoners without a history of NSSI and 18 male 
undergraduate university students without histories of NSSI or criminal incarceration.  
The authors concluded that there were no significant differences in age between the three 
groups.  Jones (1986) compared archival data of male and female inmates in a U.S. prison 
who did (n = 67) and who did not (n = 68) have a history of NSSI.  The author reported 
that no significant age differences were found between the groups. 
Ethnicity.  Research on the association between ethnicity and NSSI in inmates is 
inconclusive to date, even though several groups of researchers have found a relationship 
between ethnicity and a history of NSSI.  Maden, Chamberlain, and Gunn (2000) 
concluded that the lifetime prevalence of NSSI (17%) in male inmates (N = 1,741) from 
25 prisons in the United Kingdom was related to being Caucasian.  On the basis of 
archival data of 22,983 male and female inmates, Smith and Kaminski (2010) also 
concluded that there was a significant relationship between inmates being White and 
having a history of NSSI.  The relationship between Caucasian ethnicity and a history of 
NSSI was also observed in studies with female incarcerated populations.  Both Borrill et 
al. (2003) and Roe-Sepowitz (2007) found a significant relationship between lifetime 
NSSI and Caucasian ethnicity in samples of incarcerated women in the United Kingdom 
and United States, respectively. 
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In two studies carried out in the United States with male (Hillbrand et al., 1994) 
and juvenile (Penn et al., 2003) incarcerated populations, no relationship was found 
between ethnicity and a history of NSSI.  Hillbrand et al. (1994) reviewed records of 103 
male inmates treated in a maximum-security prison (27% African American, 64% 
Caucasian, 9% Hispanic), approximately half of whom had a history of NSSI during 
incarceration.  The researchers did not find significant differences in ethnicity between 
inmates with and without a history of NSSI.  Penn et al. (2003) similarly concluded that 
incarcerated adolescents with a history of NSSI (n = 14) did not differ ethnically from 
incarcerated adolescents without a lifetime NSSI history (n = 64). 
Length of incarceration.  Few researchers have looked at the relationship 
between inmates’ time served in prison and their history of NSSI.  Smith and Kaminski 
(2010) concluded that as years served in prison increased inmates’ were more likely to 
have a history of NSSI that was severe enough to require an institutional response.  In 
contrast, Jones (1986) did not find a relationship between male inmates’ mean sentence 
time served and their history of NSSI during incarceration.  Finally, Slade, Edelmann, 
Worrall, and Bray (in press, United Kindom) found in their study with 181 male inmates 
that the risk of inmates’ deliberate self-harm was the highest during inmates’ first few 
weeks of imprisonment. 
History of NSSI and suicide attempts.  Authors of three studies found a 
relationship between inmates’ NSSI before and during incarceration.  Cullen (1985) 
compared female residents in a U.K. youth reformatory institute who did and did not 
engage in NSSI during incarceration.  The author concluded that young women who self-
injured during incarceration were more likely than were young women who did not self-
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injure during incarceration to have a preincarceration NSSI history.  Penn et al. (2003) 
also found that incarcerated adolescents who engaged in NSSI during incarceration were 
more likely to report a preincarceration NSSI history than were adolescents who did not 
report preincarceration NSSI.  Authors of one study with a male incarcerated population 
reported that inmates who had engaged in NSSI during incarceration were more likely to 
have future episodes of NSSI than were inmates without a history of NSSI during 
incarceration (Hillbrand et al., 1994). 
Researchers across the globe have reported a relationship between prior suicide 
attempts and inmates’ NSSI behaviors.  Lanes (2009) compared archival data of male 
prisoners with and without a history of NSSI during incarceration.  On the basis of a 
conditional logistic regression model, he reported that a history of a “genuine suicide 
attempt” (p. 695) was a significant classifier of prisoner’s NSSI.  Almost 25 years earlier, 
Jones (1986) obtained the same results with a sample of male inmates who had engaged 
in NSSI during detention.  On the basis of discriminant analysis, she reported that inmates 
with a history of NSSI were more likely to have attempted suicide than were inmates 
without such a history.  In a sample of incarcerated women, Roe-Sepowitz (2007) also 
found that a suicide attempt was an independently significant predictor of a female 
inmate’s lifetime history of NSSI.  Carli et al. (2011) obtained the same results with a 
male incarcerated population in Italy.  On the basis of a logistic regression model, the 
authors concluded that there was a significant association between lifetime history of 
NSSI and a history of a suicide attempt.  Power et al. (2013) found that 44% of female 
inmates in their study in Canada reported both a lifetime suicide attempt and NSSI. 
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The relationship between a previous suicide attempt and NSSI behaviors was also 
established in three studies with a juvenile incarcerated population.  Cullen (1985) 
compared female residents in a U.K. youth reformatory institute who did and did not 
engage in NSSI during incarceration.  The author concluded that young women who had 
self-injured during incarceration were more likely to have attempted suicide than were 
women who had not self-injured during incarceration.  In Japan, Matsumoto et al. (2005) 
found that young incarcerated men who engaged in self-cutting more frequently reported 
suicidal ideation and suicide attempts than did young incarcerated men who did not 
engage in NSSI.  Finally, Penn et al. (2003) reported that half of the incarcerated 
adolescents who endorsed a lifetime history of NSSI behavior “had a history of a suicide 
attempt and close to two thirds reported current suicidality” (p. 768). 
Aggression.  A relationship between aggression and inmates’ history of NSSI was 
established in four studies.  Carli et al. (2010) concluded that the lifetime NSSI status of 
1,265 incarcerated men in Italy could be predicted–among other factors–by aggression (as 
measured on the Brown-Goodwin Assessment for Lifetime History of Aggression 
interview [Brown, Goodwin, Ballenger, Goyer, & Major, 1979]).  Hillbrand et al. (1994) 
reported that male forensic inpatients who had engaged in NSSI during incarceration 
displayed more acts of verbal and physical aggression (as measured on the Overt 
Aggression Scale; Yudofsky, Silver, Jackson, Endicott, & Williams, 1986) than did male 
forensic patients who did not self-injure.  In another study with a male forensic 
population, Hillbrand (1993) compared inmates who had and who had not engaged in 
NSSI.  Hillbrand reported that inmates who engaged in NSSI “differed primarily from 
nonself-injurious inmates in that they were substantially more verbally and physically 
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aggressive than controls” (p. 11).  Chowanec et al. (1991) reached the same conclusion in 
a study with 432 young male offenders.  They reported that incarcerated boys with a 
history of self-harm showed more noncompliant and aggressive behaviors both prior to 
and during incarceration than did incarcerated boys without such a history. 
Axis I disorders.  In this section, I review six main groups of DSM-IV-TR Axis I 
disorders (APA, 2000) and their possible relationship with NSSI in an incarcerated 
population: anxiety disorders; mood disorders; schizophrenia and other psychotic 
disorders; substance-related disorders; eating disorders; and disorders usually first 
diagnosed in infancy, childhood, and adolescence.  The degree to which each of these 
disorders coincided with DSM-IV-TR diagnostic criteria varied widely per study. 
 Anxiety disorders.  Carli et al. (2011) carried out a study at several penitentiary 
institutions in Italy (1,555 male prisoners; mean age = 38.24 years; SD = 10.7).  
Information on NSSI was collected through direct interviews with inmates.  Carli et al. 
reported that inmates with a lifetime history of NSSI were more likely to have a diagnosis 
of an anxiety disorder than were inmates without an NSSI history.  A study carried out in 
the 1960s also pointed to possible relationship between NSSI and anxiety disorders.  
Panton (1962) conducted a study with male inmates in a state prison and compared scores 
on the Minnesota Multiphasic Personality Inventory (MMPI) of inmates with a history of 
NSSI during incarceration (n = 37) with those of model inmates (n = 37) and of inmates 
with similar levels of infractions during incarceration (n = 37).  On the basis of MMPI 
score analysis, Panton concluded that the prisoners who had engaged in self-mutilation 
during incarceration seemed more prone to anxiety.   
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Virkkunen (1976) examined 80 male “criminals” (p. 348) admitted for a mental 
health examination at a University psychiatry clinic in Finland.  All 80 criminals had been 
diagnosed with Antisocial Personality Disorder.  Half of them also had a history of self-
slashing.  Comparison between criminals with and without a history of NSSI revealed that 
the first group tended to be more anxious.  Penn et al. (2003) also found that incarcerated 
adolescents with a NSSI history showed more severe anxiety (as measured on the 
Multidimensional Anxiety Scale for Children-10; March, Sullivan, & Parker, 1999).  
Gunter et al. (2011) looked more specifically at possible predictors of NSSI in a 
community corrections sample.  The authors reported that Panic Disorder, as measured on 
the Semi-Structured Interview for the Assessment of the Genetics of Alcoholism, Revised 
(Allen & Wilson, 2003) was one of four variables that best predicted a lifetime history of 
NSSI. 
Knowles, Townsend, and Anderson (2011) conducted a study in the United 
Kingdom with 56 young offenders in the community (40 men and 16 women; mean age 
16.2 years, range 14-18).  They compared 31 offenders in this group who reported a self-
harm history with 25 offenders in the same group without such a history.  The researchers 
defined self-harm as “any behaviors in order to deliberately injure themselves within the 
past 12 months” (p. 483).  This definition included both suicidal and nonsuicidal 
behaviors.  Participants’ scores on the Hospital Anxiety and Depression Scale (HADS; 
Zigmond & Snaith, 1983) showed that young offenders in the self-harm group 
experienced significantly more anxiety than did offenders in the control group. 
Mood Disorders.  Six groups of researchers (Appelbaum et al., 2011; Carli et al., 
2011, Italy; Gunter et al., 2011; Knowles et al., 2011, United Kingdom; Lanes, 2009; 
 34
Penn et al., 2003) examined the relationship between NSSI and mood disorders.  Mental 
Health Directors of U.S. state and federal prisons reported mood disorders as the second 
most frequent psychiatric disorder among inmates with a history of NSSI (Appelbaum et 
al., 2011).  On the basis of archival data of 264 male prisoners in the United States (132 
with NSSI history and 132 without NSSI history), Lanes (2009) identified a current 
diagnosis of a mood disorder as a significant predictor of NSSI.  In a study with 1,555 
male prisoners in Italy, Carli et al. (2011) found that prisoners with a history of NSSI 
were more likely to have diagnoses of Major Depressive or Bipolar Disorders than were 
prisoners without such a history.  Knowles et al. (2011) found that young U.K. offenders 
in the community with a self-injury history obtained significantly higher depression 
scores on the HADS (Zigmond & Snaith, 1983) than comparable offenders with a self-
injury history.  However, depression was not found to be significantly related to NSSI 
behaviors in studies by Gunter et al. (2011) with a community corrections sample or by 
Penn et al. (2003) with incarcerated adolescents. 
Schizophrenia and other psychotic disorders.  Mental Health Directors of U.S. 
state and federal prisons who responded to the survey described in Appelbaum et al. 
(2011) reported that psychotic disorders were common among inmates with a history of 
NSSI.  In another U.S. study with male inmates, Lanes (2009) found that 15.9% of 
inmates with a history of NSSI (n = 132) carried a primary diagnosis of a psychotic 
disorder compared to 0.8% of inmates without a history of NSSI (n = 132).  Carli et al. 
(2011) similarly found that schizophrenia was more common among male prisoners in 
Italy with a history of NSSI than in those without a history of NSSI.  However, Hillbrand 
et al. (1994) found that male forensic inpatients (n = 53) with a history of NSSI were less 
 35
likely to have been diagnosed with schizophrenia than were forensic patients without a 
history of NSSI (n = 50). 
Substance-related disorders.  Opposing findings have also been published about 
the relationship between substance use and inmates’ history of NSSI.  Hillbrand et al. 
(1994) reported than male forensic inpatients with a history of NSSI who were treated in a 
maximum-security prison were less likely to have a diagnosis of alcohol or substance 
abuse/dependence than were male forensic inpatients without NSSI history in the same 
institution.  Smith and Kaminski (2010) also concluded that there were no significant 
differences in terms of chemical dependency between inmates with and without a history 
of NSSI.  These authors obtained data on NSSI from official records of the South 
Carolina Department of Corrections (22,983 inmates, including 189 inmates with a 
history of NSSI).  It is noteworthy that these authors used a narrow definition of NSSI: 
“any physically harmful action against oneself, the severity of which required an 
institutional response” (p. 85).  Martinez (1980), on the other hand, stated that “inmates 
who are most susceptive to SIB [self-injurious behavior] . . . generally . . . have a history 
of substance abuse” (p. 279).  The author based his conclusions on personal observation 
and treatment of 15 cases of severe NSSI at a mental health facility within the Tennessee 
Department of Corrections.  He defined NSSI as “stereotyped or repetitive acts that result 
in some form of physical damage to the client” (p. 275).   
 In her study with female inmates (N = 247) from five prisons in the southern 
United States, Roe-Sepowitz (2007) reported that excessive alcohol use and drug use 
were associated with NSSI.  Maden et al. (2000) also found that male prisoners with a 
history of NSSI during incarceration (n = 81) were more likely to have a diagnosis of 
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alcohol dependence than were male prisoners without such a history (n = 1,660).  The 
authors did not find a similar relationship between a history of NSSI and a diagnosis of 
drug addiction in this incarcerated population.  Virkkunen (1976) reported that male 
criminals in Finland who had been diagnosed with Antisocial Personality Disorder and a 
history of NSSI (n = 40) were more likely to have a history of drug abuse than were male 
criminals with the same personality disorder but without a history of NSSI (n = 40).  In 
Matsumoto et al.’s (2005) study conducted in Japan, 47.1% of male juvenile correctional 
participants with a history of self-cutting reported use of illicit psychoactive drugs.  The 
authors stated that “the prevalence of illicit psychoactive drug use was unexpectedly high 
given that Wada et al. [Wada, 2000] have estimated that only 1.7 to 2.0% of the general 
Japanese population had used illicit psychoactive drugs on one or more occasions” (p. 
326).   
Penn et al. (2003), in their study of male and female incarcerated adolescents who 
had been referred for a psychiatric evaluation (n = 78), found that juvenile inmates with a 
history of NSSI were more likely to have a history of illicit drug use than were juvenile 
inmates without a history of NSSI.  No differences were observed between the two groups 
regarding a history of alcohol or cannabis use.  In a sample of 301 incarcerated women in 
the United Kingdom, Borrill et al. (2003) found a significant association between lifetime 
NSSI and a history of alcohol abuse (as measured on the Alcohol Use Disorders 
Identification Scale (Saunders, Aasland, Babor, De La Fuente, & Grant, 1993).  The 
authors did not find a significant association between lifetime self-harm and drug 
dependence (as measured on the Severity of Dependence Scale; Gossop et al., 1995) in 
this population.  Finally, Gunter et al. (2011) also did not find an association between 
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drug dependence and NSSI in their study with a community corrections sample of adult 
men and women. 
Eating disorders.  Only one group of researchers have explored the relationship 
between NSSI and eating disorders in a male incarcerated population.  Matsumoto et al. 
(2005) reported that male juvenile delinquents in Japan with a history of self-cutting 
showed symptoms of bulimia nervosa, although these symptoms were less common in 
male than in female “self-cutters” (p. 319). 
Disorders usually first diagnosed in infancy, childhood, and adolescence. 
Appelbaum et al. (2011) stated that approximately 3% of inmates with a history of self-
injury during detention had diagnoses of “intellectual disability, pervasive developmental 
disorder, or autism” (p. 287).  They based this statement on information received from 
Mental Health Directors of 39 U.S. state and federal prisons.  Lanes (2009) also reported 
that approximately 3% of male prisoners with a history of NSSI (n =132) carried a 
“primary diagnosis of mental retardation, borderline intellectual functioning, or a 
pervasive developmental disorder” (p. 694).  In the same study, none of male prisoners 
without a history of NSSI (n = 132) had these primary diagnoses.  Hillbrand et al. (1994) 
also found that mental retardation was more common in male forensic patients with a 
history of NSSI during incarceration (n = 53) than in male forensic patients (n = 50) 
without such history.  These authors based their conclusions on the records of 103 
patients (27% African American, 64% Caucasian, 9% Hispanic) in a maximum-security 
hospital.  Jones (1986) did not find a difference in cognitive functioning between inmates 
who had and who had not engaged in NSSI during incarceration.   
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Axis II disorders.  Several groups of researchers have explored the relationship 
between NSSI in inmates and DSM-IV-TR Cluster B personality disorders (APA, 2000), 
especially Borderline Personality Disorder and Antisocial Personality Disorder.  
Relatively little attention has been paid in the professional literature to the possible 
relationship between NSSI and other personality disorders.  Some authors have stated that 
personality disorders were more common in a forensic/incarcerated population with a 
history of NSSI than in a forensic/incarcerated population without a history of NSSI 
(Hillbrand et al., 1994; Maden et al., 2000, United Kingdom) but did not go in depth 
about types of personality disorders referred to.  Mental Health Directors of 39 U.S. state 
and federal prisons, who responded to a survey on NSSI in inmates, on average reported 
that more than half of the inmates (52%, range = 4-95%, SD = 26%) had a diagnosis of a 
Cluster B personality disorder (Appelbaum et al., 2011).  Two studies supported a 
relationship between NSSI and Borderline Personality Disorder (Franklin, 1988; Lanes, 
2009).  Franklin (1988) studied adult male offenders (n = 32; mean age = 32 years) who 
had been referred immediately following “manipulative” NSSI (p. 210) to a mental health 
facility at a prison in the state of North Carolina.  The author reported that inmates in this 
group were more frequently diagnosed with a Borderline Personality Disorder than were 
inmates who had been referred to the same mental health facility for self-injury with 
suicidal intent (n = 15) or self-injury with unknown reasons (n = 17).  In a conditional 
logistic regression model, Lanes (2009) found that a diagnosis of Borderline Personality 
Disorder was a significant classifier in predicting whether a male prisoner had engaged in 
NSSI during incarceration. 
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One study did not support a relationship between Antisocial Personality Disorder 
and NSSI in an incarcerated population.  Gunter et al. (2011) found that Antisocial 
Personality Disorder (as measured using the SSAGA-II; Allen & Wilson, 2003) did not 
predict a lifetime history of NSSI in a community corrections sample (N = 337). 
Functions.  In the last 15 years, several authors have proposed functional 
categorizations of NSSI that occurs during incarceration.  Meunier and Sellbom (2001) 
distinguished the “manipulative self-mutilator” (p. 3), the “angry self-mutilator” (p. 4), 
and the “dissociative self-mutilator” (p. 5).  The authors described inmates in the 
manipulative self-mutilator category as follows:  
This person wants something.  His behavior is instrumental in gaining the 
objective, and he may, or more commonly may, not tell you what it is.  Sometimes 
his goal is simply to emphasize that he cannot be controlled, but other otherwise 
he will be attempting to get transferred to a hospital or a different living 
environment.  (p. 3) 
Meunier and Sellbom depicted the angry-self-mutilator as having both a “heightened state 
of anger” (p. 4) and problems expressing emotions appropriately, which result in an 
internal build-up of emotions.  Therefore, NSSI may have a cathartic function with these 
inmates.  The final function described by Meunier and Sellbom related to the dissociative 
self-mutilator.  This category of inmates reportedly engage in NSSI “in order to feel more 
alive and in control” (p. 5).  Meunier and Sellbom pointed out that dissociation, mild 
depersonalization, and trauma were common in this last group of inmates. 
On the basis of research with 16 inmates admitted to a mental health facility, 
Fulwiler et al. (1997) identified three categories of NSSI that partially overlapped with 
those of Meunier and Sellbom (2001).  About one third (31%) of inmates in Fulwiler et 
al.’s study reportedly engaged in NSSI as a “conscious attempt to manipulate corrections 
officials (usually to obtain transfer to a less restrictive setting)” (p. 73).  More than half of 
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the inmates (56%) engaged in the behavior to “relieve anxiety or tension” (p. 73).  The 
remaining two inmates (13%) engaged in NSSI in response to “command hallucinations 
instructing them to hurt themselves” (p. 73).  Jeglic, Vanderhoff, and Donovick (2005) 
identified almost identical functions of NSSI as did Fulwiler et al. (1997) based on case 
studies with three inmates admitted to a maximum-security forensic hospital; the 
functions were manipulation of the environment, emotion regulation, and response to 
psychotic delusions or hallucinations. 
As described earlier in the literature review, several functions of NSSI have been 
identified in studies with clinical and nonclinical populations, including emotion 
regulation (Brown, Comtois, & Linehan, 2002), experiential avoidance (Chapman, Gratz, 
& Brown, 2006), and interpersonal functions (Prinstein et al., 2010).  Nock and Prinstein 
(2004, 2005) proposed the four-factor model of NSSI.  This model incorporates both 
intrapersonal (e.g., emotion regulation and experiential avoidance) and interpersonal 
functions (e.g., to get attention or obtain access to resources in the environment).  In 
addition, the model also integrates the method by which NSSI is reinforced (positive or 
negative reinforcement).  The functions identified by Fulwiler et al. (1997), Jeglic et al. 
(2005), and Meunier and Sellbom (2001) for NSSI in incarcerated populations seem to 
match the four-factor model.  For example, NSSI to obtain a transfer to a less restrictive 
setting could be categorized as having a positive interpersonal function.  NSSI to alleviate 
anger, anxiety, or tension could be categorized as having a negative intrapersonal 
function.  Finally, NSSI to feel more alive could be categorized as having a positive 
intrapersonal function.   
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In the remainder of this section, selected publications will be summarized in 
which authors presented findings relating to the reasons inmates engage in NSSI. 
Findings are categorized as intrapersonal, interpersonal, and combined intrapersonal and 
interpersonal functions.   
 Intrapersonal functions.  Several studies carried out with female inmates have 
pointed to the importance of intrapersonal functions of NSSI.  Roe-Sepowitz (2007) 
speculated that female inmates in her study were using NSSI to “externalize their feelings 
about their abuse histories” (p. 319).  It is worth noting that all participants in Roe-
Sepowitz’s study were participating in a trauma and abuse intervention group.  Babiker 
and Lois (1997) pointed out that trauma memories can be triggered by the control and 
restraint methods used in prisons (e.g., “strip searching, being watched by staff looking 
through observation-holes”; p. 124).  Cookson (1977) analyzed information on 48 
incidents of NSSI performed by 39 female inmates (aged 18-64 years; median age = 24 
years) in a closed prison in the United Kingdom.  The author found that eight NSSI 
incidents had been preceded by the woman in question receiving bad news. 
 Chapman and Dixon-Gordon (2007) conducted a study on emotional antecedents 
and consequences of NSSI among female inmates (n = 31) with a history of NSSI (mean 
age = 30.30 years, SD = 8.57).  Ethnicity was as follows: 76.6% Caucasian; 11.1% Native 
American; 9.5% Hispanic; 1.6% African American, and 3.2% other or unknown.  NSSI 
was defined as “the deliberate, direct, destruction or alteration of body tissue without 
conscious suicidal intent” (p. 543).  Participants were asked to identify the most 
prominent emotion before and after their most recent episode of NSSI.  The largest 
percentage of female inmates (45.2%) reported they felt angry immediately prior to 
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engaging in that behavior, followed by anxiety (16.1%), and boredom (12.9%), tension 
(9.7%), sadness (9.7%), and guilt (6.5%).  Immediately following NSSI, the largest 
proportion of female inmates reported they experienced relief (25.5%), followed by 
calmness (16.1%), and sadness (12.9%).   
In a study of female inmates with a history of NSSI (n = 28) in Canada, Daigle 
and Côté (2006) also noted that NSSI in female inmates had an “effect of stabilized or 
diminished tension” (p. 677).  Fulwiler et al. (1997) made the same observation with a 
predominantly male population with a history of NSSI during incarceration.  They stated 
the following: 
 Rather than experiencing pain, the subjects felt a relief from anxiety or tension, 
usually accompanied by a sense of well-being.  Several of them stated that they 
had struggled with the impulse for hours or days until it ultimately proved 
irresistible.  (p. 73) 
 Penn et al. (2003) administered the Functional Assessment of Self-Mutilation to 
78 incarcerated male and female adolescents with a history of NSSI.  In this group of 
young offenders, the most frequently cited reasons for NSSI were “to stop bad feelings 
(65%); feel something, even if it is pain (60%); and punish self (60%)” (p. 766).  Smith 
(in press) conducted phenomenological research with 17 male and three female inmates 
(mean age = 32.4 years, range = 21-48 years; 65% Caucasian, 30% African American, 
5% other) in three high-security prisons in South Carolina.  All participants had a history 
of “highly recidivistic self-injury with physical evidence of scarring from SIB-practices” 
(p. 9).  In this study, self-injurious behavior (SIB) was defined as “the deliberate 
destruction or alteration of body tissue without conscious suicidal intent” (p. 4).  Smith 
concluded that the main purpose of NSSI among this group of inmates was to 
“temporarily ameliorate the presence of overwhelming stress and regain control” (p. 23).  
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Kenning et al. (2010) carried out qualitative research with 15 female inmates in the 
United Kingdom (mean age = 27 years, range 27; 86.7% White, 13.3% mixed race) who 
had engaged in self-harm within 2 weeks prior to the interview.  The authors identified 
the main reasons for self-harm as affect regulation and self-punishment.  In another U.K. 
study, Knowles et al. (2011) concluded that young offenders in the community 
predominantly endorsed “internally-oriented motivations” (p. 488) for self-harm, such as 
“to get relief from a terrible state of mind” (p. 487). 
 Interpersonal functions.  The interpersonal functions of NSSI in an incarcerated 
population appear to be closely linked to a stressful prison environment.  Yaroshevsky 
(1975) stated that prisoners in the former Soviet Union used NSSI to communicate their 
distress in the hope of thus altering “unbearable conditions” (p. 443).  In a similar vein, 
Martinez (1980) concluded that an inmate who engaged in NSSI usually did so to “draw 
attention, to be taken out of his cell, or to receive drugs” (p. 276).  Martinez also pointed 
out that NSSI may be one of the few strategies open to inmates to restore their sense of 
power and freedom.  Based on the behavior of correctional patients who had been 
admitted to a maximum-security forensic hospital following a NSSI episode, Hillbrand 
(1993) suggested these inmates may have tried to obtain a transfer out of the correctional 
setting.  Virkkunen (1976) observed the lack of “sufficient stimuli in the environment” (p. 
347) was an important contributor to NSSI in an incarcerated population in Finland with a 
diagnosis of Antisocial Personality Disorder.  Franklin (1988) illustrated the influence of 
the prison environment on inmates’ NSSI behavior with a statement of a prisoner, who 
had been admitted to a mental health treatment facility following an episode of NSSI: “I 
was locked up in segregation and just couldn’t take it anymore.  I had to do something to 
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get out of there for a while” (p. 213).  Kenning et al. (2010) noted that self-harm in some 
inmates was linked to their sense of disempowerment and a desire to change their 
environment.  Knowles et al. (2011) observed that young offenders in the community in 
the United Kingdom endorsed “externally oriented or manipulative motives” (p. 288) for 
self-harm less often than internally-oriented motivations. 
Institutional responses to NSSI in incarcerated populations.  Very little is 
known about institutional responses in U.S. prisons toward inmates who engage in NSSI.  
Only 50 years ago, prisoners could face harsh repercussions for engaging in NSSI.  For 
example, between 1966 and 1977, the state of Louisiana Code of Criminal Procedure 
contained a special provision for prisoners who engaged in NSSI, as follows: 
§404. Self-mutilation by a prisoner 
A. Self-mutilation by a prisoner is the intentional infliction of injuries to himself 
by a prisoner incarcerated in any state penitentiary or any local penal or 
correctional institution or while in the lawful custody of a peace officer, or the 
procuring or permitting of another person to inflict injury on such prisoner by 
means of shooting, stabbing, cutting, applying chemicals or other substances to 
the body, drinking or eating poisonous or toxic substances, or in any manner, 
when such results in permanent or temporary injury. 
B. Whoever commits the crime of self-mutilation by a prisoner shall be 
imprisoned at hard labor for a term not exceeding two years.  Any sentence 
imposed under this Section shall run consecutively to any other sentence being 
served by the offender at the time of the offense. 
Added by the state of Louisiana Code of Criminal Procedure Acts of 1966, 85, §1. 
Amended by the state of Louisiana Code of Criminal Procedure Acts 1977, 456, 
§1; Acts 1997, 179, §1.  
Only one group of researchers (Appelbaum et al., 2011) have systematically 
collected information on approaches to NSSI in the U.S. prison system.  On the basis of 
information provided by Mental Health Directors of 39 U.S. state and federal prison 
systems, Appelbaum et al. reported that only approximately one third (32%) of the prison 
systems had a formal policy definition of NSSI.  This percentage was surprisingly low 
given that in 74% of the prison systems NSSI was distinguished from suicidal behaviors.  
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In just over half the prison systems (56%), data were kept on NSSI episodes.  Most 
commonly, data were collected on the type of NSSI inmates engaged in, their housing 
units, and gender.  Data on sanctions imposed on inmates for NSSI or the inmates’ crime 
and sentence were infrequently kept. 
In 95% of the prison systems surveyed by Appelbaum et al. (2011), mental health 
clinicians could determine whether self-injury should be classified as NSSI; in several 
systems this determination could also be made by medical staff (54% of the prison 
systems) or by custodial staff (23%).  NSSI behaviors were frequently dealt with as rule 
infractions (63%), and restraints were commonly used for managing episodes of NSSI.  
According to Appelbaum et al., the extent to which individual management plans were 
used for inmates who engaged in NSSI varied widely: In 46% of prison systems 
individual management plans were used less than 25% of the time, and in 37% of prison 
systems these plans were used more than 75% of the time. 
Lanes (2011) explored the link between the extent of inmates’ NSSI and 
placement in long-term maximum-security administrative segregation in a sample of 264 
male inmates.  Archival data for 132 inmates with a history of NSSI (53.8% Caucasian, 
35.6% African American; 5.3% Latino/Hispanic, 2.3% Native American, 3% other) were 
compared with those for 132 inmates without NSSI history (31.8% Caucasian, 62.1% 
African American, 5.3% Latino/Hispanic, and 0.8% Native American).  The author 
defined NSSI as two or more instances of self-injury without suicidal intent during any 
12-month period of the current incarceration, including cutting, banging/striking, 
ingesting/inserting of objects, ingesting medication, and interfering with medical advice.  
Lanes concluded that inmates who used three of more types of NSSI were twice as likely 
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to be placed in long-term administrative segregation than were inmates who used fewer 
NSSI methods or had never engaged in NSSI. 
Responses of correctional staff.  Authors of several publications have referred to 
the negative and even hostile attitudes of correctional staff toward inmates who engage in 
NSSI.  The most commonly reported staff response was to regard NSSI as manipulative 
behavior (DeHart, Smith, & Kaminski, 2009; Dexter & Towl, 1995; Jones, 1986; 
Thorburn, 1984).  Livingston (1997) linked these negative views of correctional staff to 
the classification of NSSI as nonlethal behavior. 
Kenning et al. (2010) interviewed 15 prison staff in the United Kingdom (six men 
and nine women; mean age = 37, range 22-53; White, 100%), who included eight 
correctional officers, five mental health staff, and two governors.  Mental health staff and 
governors attributed NSSI to both “imported factors” (p. 277; e.g., a trauma history) and 
to stressors in the prison environment, such as relocation to another part of the prison.  In 
contrast, prison staff mainly focused on imported factors and viewed NSSI as 
manipulative and attention-seeking behavior.   
Marzano, Ciclitira, and Adler (2011) recently carried out a phenomenological 
qualitative study in the United Kingdom of the impact of prison staff responses to NSSI.  
The authors did not provide an operational definition of NSSI, but they distinguished the 
behavior from suicidal acts and gave the example of “self-cutting” (p. 2).  Twenty male 
prisoners in custody at a prison in the United Kingdom were interviewed, all of whom 
had a history of NSSI.  The main themes that emerged from the interviews related to 
prison officers’ responses to NSSI, healthcare staff responses to NSSI, the effect of staff 
reactions on prisoners, prisoners’ preferred staff reactions, and the question of whether 
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staff could be caring.  Most participants regarded the responses of prison officers’ and 
healthcare staff as unhelpful.  One participant stated the following:  
 The officer told me “Do whatever you want to do”. I said: “Do you want me to cut 
myself as well”? “Yeah. I’ll bring you a razor blade. If you want to cut yourself, 
I’ll help you, I’ll bring you a razor blade. But make sure you cut yourself 
properly.” They don’t care. (p. 5) 
 More than half the participants expressed that staff reactions reinforced low self-
worth and negative feelings and contributed to further self-harm episodes.  A quarter of 
participants expressed a wish for “greater understanding of self-harm, mental health, and 
drug problems” by the prison staff (p. 5).  Three participants spoke about the need for 
further prison staff training on NSSI, as follows: 
 Most of them are alright, they are just doing their job, and they are doing long 
hours . . . But it’s here, it’s this place, like, they don’t understand.  It’s not really 
them, it’s just they don’t, they don’t get enough training . . . but it’s not their fault.  
They’ve got to start learning.  (p. 9) 
 On the basis of their findings, the authors recommended that staff members 
working with prisoners who engage in NSSI should get appropriate support, training, and 
supervision. 
Purpose of the Present Study 
 As has been highlighted in the preceding sections, NSSI occurs regularly among 
male incarcerated populations. However, accurate estimates of NSSI prevalence rates in 
male inmates are still lacking, for several reasons. First, many researchers used 
nonrandom sampling methods to recruit their study sample. Second, participants with a 
psychotic disorder or a pervasive developmental disorder were often included in the 
studies. Third, prevalence rates reported in earlier studies have been based on a wide 
range of NSSI definitions. For example, some researchers only included NSSI that was 
severe enough to require an institutional response (Smith & Kaminski, 2010). Finally, 
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many researchers relied on archival data on NSSI episodes in prison (e.g., Lanes, 2009) as 
opposed to obtaining these data by interviewing inmates. Therefore, additional studies are 
needed to explore the NSSI prevalence rate in male detainees.  
 NSSI in inmates has been associated with Axis I and Axis II Disorders 
demographic factors, history of NSSI and suicide, trauma history, coping skills, and 
prison-related factors. The importance of each of these factors in a general male 
incarcerated population is unknown. Most studies of factors related to NSSI in 
incarcerated populations had the same limitations as earlier mentioned for studies on 
NSSI prevalence. Possibly even less is known about the functions of NSSI in a male 
prison population than about its prevalence, comorbidities, and associated factors. To the 
best of my knowledge, no studies have been carried out with adult male incarcerated 
populations in which the purpose of inmates’ NSSI has been assessed through 
administration of self-report measures with adequate psychometric properties, such as the 
Functional Assessment of Self-Mutilation or the Inventory of Statements About Self-
Injury. Additional studies that explore the functions of and factors associated with NSSI 
in an adult male incarcerated population are therefore needed. 
 It is important that prison authorities have access to accurate up-to-date 
information about the prevalence, functions, comorbidities, and other factors related to 
NSSI in a correctional setting. This information could help prison authorities allocate 
adequate resources and formulate effective policies to monitor, respond to, and treat 
inmates who engage in this behavior. Appelbaum et al. (2011) pointed out that NSSI 
episodes constitute a risk for prison authorities because of the possibility of accidental 
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death and permanent physical injuries. In addition, valuable staff and financial resources 
have to be committed in responding to inmates who engage in NSSI (Fagan et al., 2010). 
The current study had three goals: (a) to explore the prevalence, frequency, and 
functions of NSSI in male inmates; (b) to explore differences in scores on 13 PAI scales 
between male inmates with and without a history of NSSI during incarceration; and (c) to 
develop and test a multivariate equation to predict the occurrence of NSSI during 
incarceration. 
In this study, I proposed six hypotheses: 
1. Based on previous literature indicating a relationship between younger age and 
NSSI in inmates (Cookson, 1977; Hillbrand et al., 1994; Jackson, 2000; Roe-
Sepowitz, 2007; Smith & Kaminski, 2010), I predicted that inmates who endorsed 
a history of NSSI during their period of incarceration would be younger than 
inmates who did not endorse a history of NSSI during their period of 
incarceration. 
2. Based on previous literature indicating a relationship between inmates’ NSSI 
before and during incarceration (Cullen, 1985; Hillbrand et al., 1994; Penn et al., 
2003), I predicted that inmates who endorsed a preincarceration history of NSSI 
would be more likely to engage in NSSI during the period of incarceration than 
would inmates who denied a pre-incarceration history of NSSI. 
3. Based on previous literature indicating a relationship between length of 
incarceration and a history of NSSI during incarceration (Smith & Kaminski, 
2010), I predicted that the duration of total current incarceration at the time of 
interview would be longer in inmates who endorsed a history of NSSI during their 
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period of incarceration than in inmates who did not endorse a history of NSSI 
during their period of incarceration. 
4. Based on previous literature indicating a relationship between NSSI in inmates 
and aggression, nonsupport, stress, suicide, and various DSM-IV-TR Axis I and 
Axis II Disorders (APA, 2000; Andover et al., 2005; Appelbaum et al., 2011; Carli 
et al., 2010; Carli et al., 2011; Claes et al., 2006; Cooper et al., 2005; Dear, 
Thompson, & Hills, 2000; Douglas et al., 2008; Favazza, 1998; Fliege, Lee, 
Grimm, & Klapp, 2009; Gunter et al., 2011; Haines et al., 1995; Hawton, Rodham, 
Evans, & Weatherall, 2002; Hillbrand et al., 1994; Hintikka et al., 2009; Jeglic et 
al., 2005; Kenny, Lennings, & Munn, 2008; Kirchner, Forns, & Mohino, 2008; 
Klonsky & Muehlenkamp, 2007; Klonsky et al., 2003; Kleindienst et al., 2008; 
Lanes, 2009; Nock & Prinstein, 2005; Nock et al., 2006; Penn et al., 2003; Roe-
Sepowitz, 2007; Ross & Heath, 2002; Shea, 1993; Smith & Kaminski, 2010; 
Stanley, Gameroff, Michalsen, & Mann, 2001; Swogger, Conner, Meldrum, & 
Caine, 2009; Thomas et al., 2006; Welch, Linehan, Sylvers, Chittams, & Rizvi, 
2008; Young, Justice, & Erdberg, 2006; Williams & Hasking, 2010), I predicted 
that inmates’ scores on 13 PAI scales (ANX, ARD, DEP, PAR, SCZ, BOR, ANT, 
ALC, DRG, AGG, SUI, STR, NON) would be positively correlated with the 
number of NSSI episodes during their period of incarceration. 
5. Based on previous literature indicating a relationship between NSSI in inmates 
and aggression, nonsupport, stress, suicide, and various DSM-IV-TR Axis I and II 
Disorders (APA, 2000; Andover et al., 2005; Appelbaum et al., 2011; Carli et al., 
2010; Carli et al., 2011; Claes et al., 2006; Cooper et al., 2005; Dear et al., 2000; 
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Douglas et al., 2008; Favazza, 1998; Fliege et al., 2009; Gunter et al., 2011; 
Haines et al., 1995; Hawton et al., 2002; Hillbrand et al., 1994; Hintikka et al., 
2009; Jeglic et al., 2005; Kenny et al., 2008; Kirchner, Forns, & Mohino, 2008; 
Klonsky & Muehlenkamp, 2007; Klonsky et al., 2003; Kleindienst et al., 2008; 
Lanes, 2009; Nock & Prinstein, 2005; Nock et al., 2006; Penn et al., 2003; Roe-
Sepowitz, 2007; Ross & Heath, 2002; Shea, 1993; Smith & Kaminski, 2010; 
Stanley et al., 2001; Swogger et al., 2009; Thomas et al., 2006; Welch et al., 2008; 
Young et al., 2006; Williams & Hasking, 2010), I predicted that inmates’ scores 
on 13 PAI scales (ANX, ARD, DEP, PAR, SCZ, BOR, ANT, ALC, DRG, AGG, 
SUI, STR, NON) would be positively correlated with scores on the ISAS 
intrapersonal and interpersonal scales and each of the 13 function scales. 
6. Based on the above-mentioned hypotheses 1 to 4, I hypothesized that inmates’ 
age, scores on 13 PAI scales (ANX, ARD, DEP, PAR, SCZ, BOR, ANT, ALC, 
DRG, AGG, SUI, STR, NON), pre-incarceration history of NSSI, and length of 
current incarceration would be significant predictors of the occurrence of NSSI 
during incarceration. 
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Method  
Setting 
 Superintendents of two Oregon correctional institutions agreed to participate in 
the research.  The first facility, Columbia River Correctional Institution (CRCI) is a 
minimum-security correctional facility in Northeast Portland.  It has a capacity of 595 
male inmates and focuses on work programs, chemical-dependency treatment, and inmate 
preparation for their return to the community (State of Oregon, 2013a).  The second 
facility, Oregon State Correctional Institution (OSCI) is a medium-security facility 
located east of Salem, with a capacity of 880 male inmates.  According to the OSCI 
website (State of Oregon, 2013b), the institution delivers work, self-improvement, and 
transition programs to ease inmates’ reintegration into the community.  At any given time, 
a majority of OSCI inmates (approximately 55%) are within 6 months of their release 
date.   
Targeted Participants  
To participate in the study, individuals had to be male, at least 18 years of age, and 
have adequate English proficiency.  In addition, they needed to have been incarcerated 
between 6 months and 5 years and have taken the Personality Assessment Inventory 
(PAI) during the last 5 years.  Completion of the PAI, which is routinely administered to 
inmates upon entry into the correctional system and requires a fourth-grade reading level 
(Morey, 2003), was used as a proxy for adequate English proficiency. 
A total sample size of 200 participants was targeted: 100 each from CRCI (a 
minimum-security facility) and OSCI (medium-security facility).  ODOC generated a 
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random sample of male inmates at CRCI and OSCI who met criteria for participation and 
who would be invited to participate in the study.  ODOC generated the lists of potential 
participants as close as possible to the actual data collection dates to maximize accuracy 
of the lists.  The first OSCI call-out list was generated on 6 February 2013 and contained 
125 names.  As a result of a lower-than-expected participant response rate during the first 
OSCI data collection day, ODOC generated a second call-out list with 75 participants for 
this institution on 11 February 2013.  The CRCI call-out list with 175 names was 
generated on 27 February 2013. 
Survey Instruments 
 Demographic and Mental Health Questionnaire.  A Demographic and Mental 
Health Questionnaire (Appendix A) was developed for this study.  It contained 22 
multiple-choice, closed-ended, and open-ended questions and a definition of NSSI (i.e., 
hurting/injuring your body on purpose but without the intent of killing yourself).  Seven 
questions related to a participant’s demographic background (i.e., age, sex, race/ethnicity, 
sexual orientation, highest level of education completed, marital status, and children).  
Five items covered inmates’ incarceration background (i.e., criminal charges, length of 
current sentence, time of current sentence already completed, first time in prison, and 
time spent in segregation).  Two questions explored inmates’ current and historical mental 
health diagnoses, whereas six items related to participants’ NSSI history (i.e., NSSI prior 
to incarceration, NSSI during incarceration, NSSI relative frequency during incarceration 
compared to preincarceration, help requested and treatment received for NSSI during 
incarceration, and segregation as a result of NSSI).  One item explored whether inmates 
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knew of other inmates who self-injured.  In the final question, participants could indicate 
permission/refusal to grant access to their PAI scores. 
Inventory of Statements About Self-Injury.  The Inventory of Statements About 
Self-Injury (ISAS; Klonsky & Glenn, 2008) is a self-report NSSI measure that explores 
motivations for NSSI (Klonsky & Weinberg, 2009, see Appendix B).  In this measure, 
NSSI is defined as “the deliberate destruction of one’s body tissue without suicidal intent 
and for purposes not socially sanctioned” (Klonsky & Glenn, 2008, p. 215).  The ISAS 
was developed based on empirical studies on NSSI functions and contains two sections: 
NSSI Behaviors and NSSI Functions.  In the first section on NSSI behaviors, individuals 
are asked whether and how often they engaged in 12 different types of NSSI in the 
previous year.  For the purpose of the proposed study, the first section of the ISAS was 
modified to reflect prevalence of NSSI during the period of incarceration.  Five additional 
questions were designed to explore related factors (e.g., Do you experience physical pain 
during self-harm? and When you self-harm, are you alone?).  Response formats in this 
section include estimates of frequencies, Likert-scale items, yes/no responses, and an 
open-ended response.  The second section assesses 13 possible NSSI functions: “affect 
regulation, anti-dissociation, anti-suicide, autonomy, interpersonal boundaries, 
interpersonal influence, marking distress, peer-bonding, self-care, self-punishment, 
revenge, sensation seeking, and toughness” (Klonsky & Glenn, 2008, p. 216).  In this 
section, individuals are presented with 39 statements about NSSI (e.g., When I self-harm, 
I am releasing emotional pressure that has built up inside me) and are asked to identify to 
what extent each statement is relevant to them.  Relevance is rated on a Likert scale 
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ranging from 0 (not relevant) to 2 (very relevant).  Each function on the ISAS is assessed 
by three items, and scores for each function on the ISAS can range from 0 to 6.   
 Prior principal component analysis of the 13 ISAS functions revealed two factors: 
socially reinforcing/interpersonal functions and automatically reinforcing/intrapersonal 
functions (Klonsky & Glenn, 2008; Klonsky & Olino, 2008; Klonsky & Weinberg, 2009).  
The first factor (socially reinforcing/interpersonal functions) contains eight items:  
autonomy, interpersonal boundaries, interpersonal influence, peer bonding, revenge, self-
care, sensation seeking, and toughness.  The second factor (automatically 
reinforcing/intrapersonal functions) contains five items: affect regulation, anti-
dissociation, anti-suicide, marking distress, and self-punishment).  In a large college 
sample (N = 235), the ISAS demonstrated excellent internal consistency for both the 
interpersonal (r = .88) and intrapersonal scales (r = .80; Klonsky & Glenn, 2008; Klonsky 
& Weinberg, 2009).  Content and construct validity of the ISAS were rated average based 
on clinical and contextual correlations with depression, anxiety, Borderline Personality 
Disorder, suicide ideation, attempted suicide, and self-injuring while alone (Klonsky & 
Weinberg, 2009).  In a recent study by Glenn and Klonsky (2011), test-retest correlations 
for the 12 behavior scales ranged from .53 to .83; those of the 13 functions ranged from 
.35 to .89.  In the same study, the test-retest correlations for the intrapersonal and 
interpersonal scales were .60 and .82 respectively. 
Inmates were classified as engaging in NSSI if they endorsed a history of NSSI on 
the Demographic and Mental Health Questionnaire or marked one or more NSSI episodes 
during the period of incarceration on the ISAS. 
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Personality Assessment Inventory.  The Personality Assessment (PAI) is a “self-
administered, objective test of personality and psychopathology designed to provide 
information on critical client variables in professional settings” (Morey, 2003, p. 1).  
Individuals are asked to rate each of 344 items on a 4-point Likert-scale, with anchors 
ranging from false to very true.  The PAI consists of 22 non-overlapping full scales: four 
validity scales, 11 clinical scales, five treatment scales, and two interpersonal scales (see 
Table 1). Eight of the clinical scales (Somatic complaints [SOM], Anxiety [ANX], 
Anxiety Related Disorders [ARD], Depression [DEP], Mania [MAN], Paranoia [PAR], 
Schizophrenia [SCZ], and Antisocial Features [ANT]) and one of the treatment scales 
(Aggression [AGG]) contain three subscales.  One clinical scale (Borderline Features 
[BOR]) contains four subscales.  For example, the AGG scale comprises Aggressive 
Attitude (AGG-A), Verbal Aggression (AGG-V), and Physical Aggression (AGG-P). 
Studies with clinical and nonclinical populations have demonstrated that the PAI 
has strong psychometric properties (e.g., Morey, 1991; Schinka, 1995; Trull, 1995).  
Morey (1991) reported an internal consistency of .81 for normative samples and a test-
retest reliability of .83 across all test populations.  The PAI scales reportedly also have 
good convergent and discriminant validity with more than 50 other measures of 
psychopathology (Morey, 1991; Sigma Assessment Systems, 2011).  Edens, Cruise, and 
Buffington-Vollum (2001) reviewed the psychometric properties of the PAI with an 
offender population.  The authors concluded that available research supported “the 
validity of the PAI as a measure of several clinical variables (e.g., character pathology, 
psychosis, and response sets) that may be relevant to various psychological issues (e.g., 
mental states)” (p. 540).  Edens et al. also noted that “the diagnostic accuracy of many  
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Table 1 
PAI Full Scales and Abbreviations 
Scales   Abbreviation 
Validity scales  
 Inconsistency ICN 
 Infrequency IFN 
 Negative Impression Management NIM 
 Positive Impression Management PIM 
Clinical scales  
 Somatic complaints SOM 
 Anxiety ANX 
 Anxiety-related disorders ARD 
 Depression DEP 
 Mania MAN 
 Paranoia PAR 
 Schizophrenia SCZ 
 Borderline features BOR 
 Antisocial features ANT 
 Alcohol problems ALC 
 Drug problems DRG 
Treatment scales  
 Aggression AGG 
 Suicidal ideation SUI 
 Stress STR 
 Nonsupport NON 
 Treatment rejection RXR 
Interpersonal scales  
 Dominance DOI 
 Warmth WRM 
Note: Adapted from Morey (2003). 
scales in forensic and correctional settings is either unknown or is known to be rather 
modest” (p. 540).  In a 2011 publication, Patry, Magaletta, Diamond, and Weinman 
examined the convergent and discriminant validity of the PAI alcohol and drug scales in 
asample of 1,120 federal inmates.  The authors concluded that both scales showed good 
convergent validity and discriminant validity in a nonclinical correctional sample. 
 For the purpose of this study, I focused on nine PAI clinical scales (i.e., ANX, 
ARD, DEP, PAR, SCZ, BOR, ANT, ALC, and DRG) and four treatment scales (i.e., 
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AGG, SUI, STR, and NON).  I did not collect PAI data.  Rather, ODOC provided me 
with inmates’ scores on the PAI obtained during their entry into the Oregon correctional 
system. 
Procedure 
Data collection began after the Research Committee of the Oregon Department of 
Corrections (ODOC) and the Institutional Review Board of Pacific University approved 
the research proposal.  Data collection dates for OSCI were set for 11 and 12 February 
2013 and for CSCI for 5 and 6 March 2013.  In both institutions, participants were called 
out in groups of approximately 25 inmates.  OSCI inmates were called out in alphabetical 
order.  A total of eight call-outs took place at OSCI over the two days of data collection 
(four each day).  Each call-out was allotted 60 min.  Following the call-outs, OSCI 
inmates reported to the visitor room where a correctional officer checked their names 
against the master call-out list and conducted a security check prior to admitting inmates 
into the visitor room.  The correctional officer remained present in the visitor room 
throughout data collection at the OSCI.   
Approximately 10 min following the start of the call-out time, I introduced myself 
to inmates who had responded and verbally introduced the study and the informed 
consent.  Subsequently, I distributed the written informed consent forms (Appendix C) 
and requested that inmates who would like to participate complete the final page of the 
informed consent.  I also urged inmates to ask questions and raise concerns.  Interested 
inmates were instructed to personally hand the signed informed consent to me, at which 
time I assigned a random survey number, provided a copy of the informed consent, and 
handed out the Demographic and Mental Health Questionnaire and the Inventory of 
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Statement about Self-Injury (ISAS).  Inmates personally handed the completed surveys to 
me.  All called-out inmates remained in the visitor room until the last participating inmate 
had completed the surveys.  Nonparticipating inmates remained seated for the duration of 
the call-out.  Similarly, participants returned to their seats after they had completed the 
surveys.  After the last participant had completed the surveys, inmates were instructed by 
the correctional officer to leave the visiting room. 
At CRCI, inmates were called out by housing units.  A total of seven call-outs 
took place at the CRCI over two days: three on the first day and four on the second day.  
Each call-out was allotted 60 min.  Following the call-outs, CRCI inmates reported to a 
designated classroom.  CRCI inmates faced fewer mobility limitations and security 
checks than OSCI inmates; therefore, inmates were not given identity or security checks 
prior to entering the classroom.  Similarly, only a CRCI Transitional Services officer was 
present for the duration of data collection.  Approximately 10 min following the start of 
the call-out time, I introduced myself to inmates and verbally introduced the study and the 
informed consent.  Subsequently, I distributed the written informed consent forms and 
requested that inmates who would like to participate in the study complete the final page 
of the informed consent.  I also answered questions and concerns raised by inmates.  
Interested inmates were instructed to personally hand the signed informed consent to me, 
at which time I assigned a random survey number, provided a copy of the informed 
consent, and handed out the Demographic and Mental Health Questionnaire and the 
Inventory of Statement about Self-Injury (ISAS).  Inmates personally handed the 
completed surveys to me.  All called-out inmates at the CRCI were free to leave at any 
point prior to or during survey administration.  Inmates who choose not to participate in 
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the study left the classroom immediately, whereas inmates who did participate left the 
classroom after completing the surveys. 
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Results 
I collected 140 valid survey sets: 91 (65.0% of sample) at OSCI and 49 (35.0% of 
sample) at CRCI (see Figure 1).  At OSCI, a total of 167 male inmates over 2 days  
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Figure 1. Breakdown of CRCI and OSCI inmates who participated in the study. 
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reported to the visiting room following the call-outs.  One participant left after the 
correctional officer on duty and I granted him permission to participate in a prescheduled 
work-related training.  Out of the 166 remaining inmates, 117 agreed to participate by 
signing the informed consent.  Three participants signed the informed consent with 
fabricated names (e.g., John Doe) and were not given surveys to complete.  Another five 
OSCI participants withdrew in the course of completing the surveys.  The correctional 
officer on duty on the second OSCI data-collection day asked two participants to 
temporarily leave the room for disruptive behaviors, such as making fun of survey 
questions and excessive cross talking.  Both participants returned to the visiting room to 
complete the surveys. 
I inspected the remaining 109 completed OSCI surveys for missing responses and 
outliers and deleted another 18 response sets, leaving 93.  Of these 18 response sets, one 
was deleted because the participant did not provide data beyond basic demographics.  
Another response set was deleted because the participant had not completed a PAI and 
therefore did not meet participation criteria.  This participant had either erroneously been 
called out or had responded to the call-out of another inmate with the same last name.  
Three response sets were deleted because participants had been incarcerated for longer 
than 5 years at the time of the survey and therefore did not meet participation criteria.  
Eleven response sets were deleted because of inconsistent data on the ISAS.  Finally, two 
response sets were deleted because of seemingly fabricated data on the ISAS.  I 
considered the NSSI methods and number of episodes endorsed by these two participants 
to be highly unlikely, especially considering that neither of them endorsed current or 
historical mental health diagnoses.  For example, one participant whose response set was 
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discarded endorsed 13 different types of NSSI: cutting (432 instances), burning (269), 
carving (381), pulling hair (4), severe scratching (87), banging or hitting self (600), 
interfering with wound healing (371), rubbing skin against rough surface (50), sticking 
self with needles (1167), swallowing dangerous substances (38), choking (80), drowning 
(30), and instigating fights (20).  The other participant endorsed 11 different types of 
NSSI: cutting (415 instances), biting (200), burning (500), carving (200), pulling hair 
(500), severe scratching (250), banging or hitting self (250), interfering with wound 
healing (300), rubbing skin against rough surface (300), sticking self with needles (500). 
The exact number of CRCI inmates who responded to the survey call-out could 
not be determined.  As mentioned in the Method section, CRCI inmates had fewer 
mobility restrictions and security checks than those at OSCI.  Several times, CRCI 
inmates did not enter the classroom assigned for survey data collection after they learned 
from other inmates that participation was voluntary.  Some CRCI inmates may not have 
responded at all to the call-out after learning that study participation was voluntary.  Over 
2 days, 57 CRCI inmates agreed to participate in the survey by signing the informed 
consent.  One participant signed the informed consent with a fake name, leaving 56 
participants.  Three CRCI inmates voiced interest in participating but were unable to do 
so because of visual impairment, hearing impairment, or mobility impairment.  I 
inspected the 56 completed CRCI surveys for missing responses and outliers and deleted 
another seven response sets, leaving 49.  Of these seven response sets, one was deleted 
because the participant did not provide NSSI-related data.  Two response sets were 
deleted because participants had been incarcerated for longer than 5 years at the time of 
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the survey and therefore did not meet participation criteria.  Another four response sets 
were deleted because of inconsistent data on the ISAS. 
Characteristics of Study Participants 
Demographic characteristics.  Table 2 shows participants’ demographic  
Table 2 
Demographic Characteristics of Study Participants 
 
Characteristics 
CRCI OSCI Total 
n % n % n % 
Age 
 18-24 1 2.0 25 27.5 26 18.6 
 25-29 2 4.1 19 20.9 21 15.0 
 30-39 22 44.9 24 26.4 46 32.9 
 40-49 15 30.6 17 18.7 32 22.9 
 50 and over 9 18.4 6 6.6 15 10.7 
Sex 
 Male 49 100.0 93 100.0 140 100.0 
 Female 0 0 0 0 0 0 
 Transgendered/Other 0 0 0 0 0 0 
Ethnicity/race 
 African American 7 14.3 5 5.5 12 8.6 
 Asian American 0 0 0 0 0 0 
 Caucasian 30 61.2 57 62.6 87 62.1 
 Hispanic/Latino 3 6.1 3 3.3 6 4.3 
 Native American 4 8.2 11 12.1 15 10.7 
 Bi-/Multiracial 3 6.1 5 5.5 8 5.7 
 Other 2 4.1 10 11.0 12 8.6 
Sexual orientation 
 Heterosexual 46 95.8 84 92.3 130 93.5 
 Bisexual 1 2.1 1 1.1 2 1.4 
 Homosexual 1 2.1 3 3.3 4 2.9 
 Other 0 0 3 3.3 3 2.2 
Highest level of education 
 Grade School 4 8.2 11 12.1 15 10.7 
 High School Diploma/GED 28 57.1 64 70.3 92 65.7 
 Some college 15 30.6 12 13.2 27 19.3 
 College degree 2 4.1 4 4.4 6 4.3 
Marital status 
 Married or in a long-term relationship 8 16.3 10 11.0 18 12.9 
 Divorced 21 42.9 20 22.0 41 29.3 
 Separated 6 12.2 7 7.7 13 9.3 
 Single and never married 14 28.6 51 56.0 65 46.4 
 Widowed 0 0 1 1.1 1 0.7 
 Other 0 0 2 2.2 2 1.4 
Children 
 Yes 42 85.7 55 60.4 97 69.3 
 No 7 14.3 36 39.6 43 30.7 
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information.  All 140 participants identified their sex as male.  Respondents ranged in age 
from 19 to 72 years, with a mean age of 35.39 years (SD = 10.96 years).  The mean age 
of CRCI participants was 41.18 years (SD = 8.82 years), whereas the mean age of OSCI 
participants was 32.26 years (SD = 10.76 years).  A two-way contingency table analysis 
was conducted and age category was found to be significantly related to participants’ 
correctional institution, Pearson χ2 (4, N = 140) = 26.851, p < .05.  The effect size based 
on the phi coefficient (ϕ = .44) was large.  Study participants were generally younger than 
the ODOC overall inmate population (Table 3). 
Table 3 
Demographic Indicators for Study Participants and ODOC Total Inmate Population 
Indicator Total Study Sample 
 
% 
ODOC Total Inmate 
Population (1/1/2013) 
% 
Sex   
 Male 100.0 91.5 
 Female 0.0 8.5 
Age category   
 18-24 18.6 12.5 
 25-30 19.3 18.7 
 31-45 45.0 40.2 
 45-60 15.7 23.3 
 61 and older 1.4 5.3 
Race/ethnicity   
 Asian/ Asian American 0.0 1.3 
 Black/ African American 8.6 9.4 
 Hispanic/Latino 4.3 13.5 
 American Indian/Native American 10.7 2.5 
 White/ Caucasian 62.1 73.3 
 Bi-/Multiracial 5.7 - 
 Other 8.7 - 
Respondents predominantly self-identified their ethnicity/race as Caucasian 
(62.1%), with percentages for other ethnicities/races ranging from 0.0% (Asian 
American) to 10.7% (Native American).  In a two-way contingency table analysis, 
ethnicity/race was not found to be significantly related to participants’ correctional 
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institution, Pearson χ2 (5, N = 140) = 5.73, p = .33.  As shown in Table 3, the racial/ethnic 
composition of study participants differed from that of the total inmate population.  The 
percentages of Whites/Caucasian and Latinos/Hispanics were lower in the study sample 
than in the ODOC inmate population, whereas the percentage of Indian Americans/Native 
Americans was higher in the study sample than in the ODOC inmate population (State of 
Oregon, 2013c).  The study sample did not include participants who self-identified as 
Asian/Asian American.  A potential explanation for these differences is that the study 
survey included racial/ethnic categories of “bi-/multiracial” and “other,” whereas that is 
not a category that is included in the ODOC data.   
Most participants (n = 130; 93.5%) identified as heterosexual.  In a two-way 
contingency table analysis, sexual orientation was not found to be significantly related to 
participants’ correctional institution, Pearson χ2 [3, n = 139] = 1.99, p = .57.  Related to 
education, more than 60% of participants (n = 92; 65.7%) endorsed their highest 
education level as high school/GED.  In a two-way contingency table analysis, highest 
level of education was not found to be significantly related to participants’ correctional 
institution, Pearson χ2 (3, N = 140) = 6.32, p = .10.   
Almost half of the participants (n = 65; 46.4%) indicated that they were single and 
had never been married.  In a two-way contingency table analysis, marital status was 
found to be significantly related to participants’ correctional institution, Pearson χ2 (5, N 
= 140) = 12.95, p < .05.  The effect size based on the phi coefficient (ϕ = .30) was 
medium.  More than two thirds of participants (n = 97, 69.3%) reported that they had 
children.  At OSCI, 60.4% of participants indicated they had children.  The corresponding 
percentage for CRCI was 85.7%.  In a two-way contingency table analysis, having 
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children was found to be significantly related to participants’ correctional institution, 
Pearson χ2 (1, N = 140) = 9.56, p < .05.  The effect size based on the phi coefficient (ϕ = 
.26) was small to medium. 
Offense and sentence characteristics.  Table 4 shows that out of the 140 study 
participants, a total of 53 (37.9%) had been convicted on charges of Burglary, Robbery, 
Theft, or Identity Theft.  The second most common charge was Assault (n = 24, 17.1%), 
followed by drug-related offenses (n = 20, 14.3%), “other” offenses (n = 19, 13.6%; e.g., 
Unlawful Use of a Weapon), and sexual offenses (n = 17, 12.1%).   
Table 4 
Offense and Sentence Characteristics of Study Participants 
 
Characteristics 
CRCI OSCI Total 
n % n % n % 
Charges 
 Assault 7 14.3 17 18.7 24 17.1 
 Burglary/Robbery/Theft/Identity Theft 20 40.8 33 36.3 53 37.9 
 Drug-related offenses 7 14.3 13 14.3 20 14.3 
 Murder/Manslaughter/Homicide 0 0 7 7.7 7 5.0 
 Sexual offenses 6 12.2 11 12.1 17 12.1 
 Othera 9 18.4 10 11.0 19 13.6 
Length current prison sentence (months) 
 0-12 0 0 1 1.1 1 0.7 
 13-24 13 27.1 24 27.0 37 27.0 
 25-36 18 37.5 19 21.3 37 27.0 
 37-48 6 12.5 10 11.2 16 11.7 
 49-60 1 2.1 7 7.9 8 5.8 
 >60 10 20.8 28 31.5 38 27.7 
Months completed of current prison sentence 
 6-12 15 30.6 19 20.9 34 24.3 
 13-24 15 30.6 32 35.2 47 33.6 
 25-36 10 20.4 18 19.8 28 20.0 
 37-48 5 10.2 10 11.0 15 10.7 
 49-60 4 8.2 12 13.2 16 11.4 
First time in prison 
 Yes 18 36.7 49 54.4 67 48.2 
 No 31 63.3 41 45.6 72 51.8 
Any time spent in segregation       
 Yes 15 30.6 66 74.2 81 57.9 
 No 34 69.4 23 25.8 57 40.7 
a
 Includes Escape, Coercion, Criminal Mistreatment, Driving Under the Influence of Intoxicants, Driving with 
Suspended/Revoked License, Felon in Possession of a Firearm, Kidnapping, Stalking/Violation of a Court Order, 
Tampering with a Witness, Unauthorized Use of a Vehicle, and Unlawful Use of a Weapon. 
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The least common charges were Murder, Manslaughter, and Homicide (n = 7, 5.0%).  In a 
two-way contingency table analysis, criminal charges were not found to be significantly 
related to participants’ correctional institution, Pearson χ2 (5, N = 140) = 5.58, p = .35.  
Crime types of the study participants differed from the ODOC total inmate population 
(State of Oregon, 2013c).  Relative to the ODOC inmate population, the overall study 
sample contained a higher percentage of inmates convicted for property crimes.  The 
proportions were reversed for person crimes (see Table 5). 
Table 5 
Comparison of Crime Types Between Study Participants and ODOC Total Inmate 
Population  
Crime Type Total Study Sample 
 
% 
ODOC Total Inmate 
Population (1/1/2013) 
% 
Person 32.9 69.0 
Property 37.9 17.2 
Statute 15.7 13.2 
Other 13.6 0.7 
Prison sentence length ranged from 11 months to life without parole, with an 
average sentence length of 50.97 months (SD = 49.41), excluding the participant 
sentenced to life without parole.  The mean sentence length at OSCI (M = 57.22 months, 
SD = 58.41) was longer than that at CRCI (M = 39.51 months, SD = 22.15).  This finding 
appeared consistent with OSCI’s and CRCI’s respective designations as medium- and 
minimum-security facilities.  More than half of the participants (n = 75, 54.7%) reported 
their current sentence length as between 0 and 36 months.  In a two-way contingency 
table analysis, current sentence length was not found to be significantly related to 
participants’ correctional institution, Pearson χ2 (5, N = 140) = 6.65, p = .25. 
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A majority of participants (n = 81, 57.9%) had been in prison for 24 months or 
less.  In a two-way contingency table analysis, time completed of current sentence length 
was not found to be significantly related to participants’ correctional institution, Pearson 
χ
2
 (4, N = 140) = 2.17, p = .71.  Slightly fewer than half of study participants (n = 67, 
48.2%) reported being in prison for the first time.  In a two-way contingency table 
analysis, being in prison for the first time was found to be significantly related to 
participants’ correctional institution, Pearson χ2 (1, n = 139) = 3.99, p < .05.  The effect 
size based on the phi coefficient (ϕ = -.17) was small.   
More than half of the participants (n = 81, 58.7%) reported that they had spent 
time in segregation during their current incarceration.  These numbers were higher for 
OSCI (n = 66, 72.5%) than for CRCI (n = 15, 30.6%).  In a two-way contingency table 
analysis, segregation during current incarceration was found to be significantly related to 
participants’ correctional institution, Pearson χ2 (1, n = 138) = 24.72, p < .05.  The effect 
size based on the phi coefficient (ϕ = -.42) was large.  This finding appeared consistent 
with the security-level designations of the two correctional institutions.   
Mental health characteristics.  Participants also provided information on their 
current and historical mental health diagnoses.  A total of 40 inmates (29.0%) endorsed 
current mental health diagnoses (see Table 6).  Out of these 40 inmates, 75.0% (n =30) 
reported current mood disorders and 40.0% (n = 16) reported current anxiety disorders.  
Percentages of other mood disorders ranged from 10.0% each for Personality Disorder 
and psychotic disorder to 25.0% for Attention-Deficit/Hyperactivity Disorder (ADHD).  
The number of inmates who endorsed historical mental health diagnoses was slightly 
higher (n = 46, 33.3%) than the number who reported current mental health diagnoses.  
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Table 6 
Mental Health Characteristics of Study Participants 
 
Characteristics 
CRCI OSCI Total 
No. % No. % No. % 
Current mental-health diagnoses 
 Yes 20 40.8 20 22.5 40 29.0 
 No 28 57.1 69 77.5 97 70.3 
 Don’t know 1 2.0 0 0 1 0.7 
Type of current mental health diagnoses a,b 
 ADHD 4 20.0 5 25.0 9 22.5 
 Anxiety disorders 8 40.0 8 40.0 16 40.0 
 Mood disorders 18 90.0 13 65.0 30 75.0 
 Personality disorders 2 10.0 2 10.0 4 10.0 
 Psychotic disorders 1 5.0 3 15.0 4 10.0 
 Other 2 10.0 3 15.0 4 10.0 
Previous mental health diagnoses 
 Yes 21 42.9 25 28.1 46 33.3 
 No 27 55.1 64 71.9 91 65.9 
 Don’t know 1 2.0 0 0 1 0.7 
Type of prior mental health diagnoses a,b       
 ADHD 5 23.8 8 32.0 13 28.3 
 Anxiety disorders 8 38.1 10 40.0 19 41.3 
 Mood disorders 15 71.4 17 68.0 30 65.2 
 Personality disorders 2 9.5 0 0 2 4.3 
 Psychotic disorders 2 9.5 1 4.0 3 6.5 
 Other 2 9.5 2 8.0 4 8.7 
a Percentages calculated based on number of CRCI/OSCI/total participants who endorsed current/previous 
mental health diagnoses. 
b Percentages do not add up to 100% because participants could endorse multiple current/previous mental 
health diagnoses. 
A two-way contingency analysis to evaluate whether current and historical mental health 
diagnoses was related to participants’ correctional institutions could not be conducted 
because the expected count in several cells was less than 5.   
The two most commonly endorsed historical diagnoses were the same as the most 
commonly endorsed current diagnoses: mood disorders (n = 30, 65.2%) and anxiety 
disorders (n = 19, 41.3%).  The number of participants who endorsed a historical ADHD 
diagnosis (n = 13, 28.3%) was slightly higher than those who endorsed a current ADHD 
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diagnosis (n = 9, 22.5%).  This pattern was reversed for personality disorders (historical 
[n = 2, 4.3%]; current [n = 4, 10.0%]).   
Characteristics of Inmates’ NSSI Behaviors 
Table 7 shows that 26 participants (18.6%) endorsed that they had engaged in 
NSSI prior to incarceration.  The number of participants who endorsed NSSI during their 
current incarceration was considerably lower (n = 3, 2.1%) than the number of 
participants who endorsed NSSI prior to incarceration.  Fewer than 25% of participants (n 
= 30, 21.6%) reported that they knew about other inmates’ NSSI. 
Table 7 
NSSI Characteristics of Study Participants 
 
Characteristics 
CRCI OSCI Total 
n % n % n % 
NSSI before incarceration 
 Yes 10 20.4 16 17.6 26 18.6 
 No 39 79.6 75 82.4 114 81.4 
NSSI during current incarceration       
 Yes 0 0 3 3.3 3 2.1 
 No 49 100 88 96.7 137 97.9 
Knowledge of other inmates’ NSSI 
 Yes 10 20.4 20 22.2 30 21.6 
 No 39 79.6 70 77.8 109 78.4 
 
 The three participants who endorsed NSSI during current incarceration were all 
incarcerated at OSCI.  Each of them also reported a history of preincarceration NSSI.  
Two participants in this group (66.7%) indicated that they engaged in NSSI less 
frequently during current incarceration then before incarceration, whereas one participant 
(33.3%) reported he engaged in NSSI just as frequently compared to preincarceration (see 
Table 8).  A single participant in this group (33.3%) stated that he had spoken to DHS 
staff about his NSSI.  This percentage was slightly lower (26.1%) among the group of 
inmates who only endorsed historical NSSI.  Similarly, one participant (33.3%) who  
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Table 8 
Characteristics of Study Participants Who Endorsed a History of NSSI 
 
Characteristics 
NSSI both prior to 
and during current 
incarceration 
NSSI only prior 
to current 
incarceration 
Total 
n % n % n % 
Relative frequency of NSSI during current incarceration compared to preincarceration NSSI 
 Less frequently 2 66.7 - - - - 
 Just as frequently 1 33.3 - - - - 
 More frequently  1 0 - - - - 
Discussion of NSSI with BHS staff 
 Yes 1 33.3 6 26.1 7 25.0 
 No 2 66.7 17 52.2 21 75.0 
In-prison NSSI treatment       
 Yes 1 33.3 1 4.3 2 7.1 
 No 2 66.7 22 95.7 27 92.9 
NSSI-related time in segregation        
 Yes 2 66.7 - - - - 
 No 1 33.3 - - - - 
endorsed current NSSI indicated that he had received in-prison treatment for this 
behavior.  Two out of the three inmates (66.7%) who endorsed NSSI during current 
incarceration reported they had spent time in segregation as a result of NSSI behaviors.  
NSSI Behaviors.  The three participants who reported NSSI during their current 
incarceration endorsed a total of seven different NSSI behaviors: cutting, burning, 
pinching, pulling hair, banging or hitting self, interfering with wound healing, and 
sticking self with needles.  Cutting and interfering with wound healing were endorsed by 
all three participants in this group (100%), whereas burning, pinching, pulling hair, 
banging or hitting self, and sticking self with needles were each endorsed by one 
participant only (33.3%).  None of the participants in this group endorsed self-biting, 
carving, severe scratching, rubbing skin against rough surfaces, swallowing dangerous 
substances or “other” NSSI behaviors. 
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Table 9 shows that each of the three participants endorsed multiple NSSI 
behaviors during current incarceration.  The number of instances for each behavior ranged 
from two for cutting to 500 for interfering with wound healing.   
Table 9 
Types and Number of NSSI Behaviors Carried Out During Current Incarceration 
NSSI Behavior Instances 
Participant A Participant B Participant C 
Cutting 10 2 10 
Burning - - 25 
Pinching - 10 - 
Pulling hair - 20 - 
Banging or hitting self 10 - - 
Interfering with wound healing 500 20 15 
Sticking self with needles 10 - - 
 Other NSSI characteristics.  Of the three participants who reported NSSI during 
current incarceration, only one provided a response to the question about having a main 
form of NSSI in prison.  This participant endorsed burning as his main form of NSSI 
during incarceration.  Each of the participants reported that they had started NSSI 
behaviors when they were relatively young: 8, 13, and 14 years of age.  Two participants 
(66.7%) indicated they had engaged in NSSI in 2013, whereas one participant (33.3%) 
reported that his last NSSI occurred several years ago.  Two participants (66.7%) reported 
that they experienced physical pain during self-injury.  Only one participant (33.3%) 
confirmed a desire to stop his NSSI behaviors.  Further details on participants’ NSSI 
characteristics are presented in Table 10. 
NSSI functions.  Participants’ responses on each of the 39 ISAS questions were 
scored and converted to corresponding scores on 13 ISAS function scales (see Table 11).  
Scores on each of these function scales could range from 0 to 6, with higher scores 
corresponding with higher salience of a specific function. 
 74
Table 10 
NSSI Characteristics of Participants Who Endorsed NSSI During Current Incarceration 
Characteristics 
 
 
Participant A 
 
Participant B 
 
Participant C 
Main form of NSSI in prison - - Burning 
Age first NSSI 13 8 14 
Most recent NSSI 2013 2009 2013 
Physical pain during NSSI Yes Yes No 
Alone during NSSI Sometimes Yes Sometimes 
Typical time lapse between urge and NSSI < 1 hr < 1hr 1-3 hr 
Desire to stop NSSI Yes No No 
Table 11  
Scores on ISAS Functions for Participants Who Endorsed NSSI During Current 
Incarceration 
Score Instances 
Participant A Participant B Participant C 
Affect regulation 3 6 6 
Interpersonal boundaries 4 0 2 
Self-punishment 1 6 6 
Self-care 0 1 5 
Anti-dissociation/feeling generation 0 6 5 
Anti-suicide 1 0 0 
Sensation seeking 3 6 5 
Peer-bonding 0 0 0 
Interpersonal influence 2 2 0 
Toughness 2 6 1 
Marking distress 2 6 2 
Revenge 1 4 0 
Autonomy 0 0 1 
To determine which ISAS functions were most important among the three 
participants who endorsed NSSI during current incarceration, scores for each of the scales 
were summed across the three participants.  Scores on each of the summed scales could 
range between 0 and 18.  Table 12 shows that the three scales that received the highest 
endorsement across the three participants were affect regulation (15), sensation seeking  
(14), and self-punishment (13).  The three scales that received the lowest endorsement 
were antisuicide (1), autonomy (1), and peer bonding (1). 
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Table 12 
Ranking of ISAS Functions for Participants Who Endorsed NSSI During Current 
Incarceration 
 
Ranking ISAS Function Scale Factor Total score 
1 Affect regulation Intrapersonal 15 
2 Sensation seeking Interpersonal 14 
3 Self-punishment Intrapersonal 13 
4 Anti-dissociation/feeling generation Intrapersonal 11 
5 Marking distress Intrapersonal 10 
6 Toughness Interpersonal 9 
7 Self-care Interpersonal 6 
8 Interpersonal boundaries Interpersonal 6 
9 Revenge Interpersonal 5 
10 Interpersonal influence Interpersonal 4 
11 Anti-suicide Intrapersonal 1 
12 Autonomy Interpersonal 1 
13 Peer-bonding Interpersonal 0 
In line with the factor analysis conducted by Klonsky and Glenn (2009), scores for 
each of the 13 functions were summed into intrapersonal and interpersonal function 
scales.  Cronbach’s coefficient alpha for the intrapersonal scale was .82, which points to a 
very good internal consistency for this scale.  The coefficient alpha for the interpersonal 
scale was -1.172 as result of a negative average covariance among items.  The 
intrapersonal function scale comprises five functions: affect regulation, anti-dissociation, 
anti-suicide, marking distress, and self-punishment.  The interpersonal function scale 
contains eight functions: autonomy, interpersonal boundaries, interpersonal influence, 
peer bonding, revenge, self-care, sensation seeking, and toughness.  Similar to Klonsky 
and Glenn’s approach, total scores on the intra- and interpersonal function scales were 
prorated in the current study to enable comparison of these scales.  The total score on the 
intrapersonal scale was divided by 5 (i.e., the number of subscales), whereas the total 
score on the interpersonal scale was divided by 8 (see Table 13). 
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Table 13  
Scores on ISAS Function Scales for Participants Who Endorsed NSSI During Current 
Incarceration 
Score 
 
Participant A Participant B Participant C 
Intrapersonal functional scale total score 7  24  19 
 Prorated intrapersonal score 1.4  4.8  3.8 
Interpersonal factor total score 12  19  14 
 Prorated interpersonal score 1.5  2.4  1.8 
Intrapersonal functions (prorated M = 3.30, SD = 0.7) were more frequently 
endorsed than were interpersonal functions (prorated M = 3.00, SD = 0.72).  A paired-
sample t test was conducted to determine whether this difference was significant.  The 
results indicated that the prorated mean for intrapersonal functions was not significantly 
greater than the prorated mean for interpersonal functions, t(2) = 0.50, p = .67.  The 95% 
confidence interval for the mean difference between the two ratings was -2.53 to 3.20. 
Of the 23 participants who endorsed NSSI only prior to incarceration, eight 
completed the ISAS even though they were not required to do so.  To determine which 
ISAS functions had been most important to these eight participants, scores for each of the 
function scales were summed across participants.  Scores on each of the summed scales 
could range between 0 and 48.  As shown in Table 14, the three scales that received the 
highest endorsement among this group were affect regulation (34), anti-
dissociation/feeling-generation (24), and self-punishment (22).  The three scales that 
received the lowest endorsement were interpersonal influence (10), self-care (9), and 
revenge (7). 
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Table 14 
Ranking of ISAS Functions for Participants Who Endorsed NSSI Prior to Incarceration 
Only 
 
Ranking ISAS Function Scale Factor Total score 
1 Affect regulation Intrapersonal 34 
2 Anti-dissociation/feeling generation Intrapersonal 24 
3 Self-punishment Intrapersonal 22 
4 Marking distress Intrapersonal 20 
5 Toughness Interpersonal 18 
6 Autonomy Interpersonal 15 
7 Interpersonal boundaries Interpersonal 12 
8 Anti-suicide Intrapersonal 11 
9 Sensation seeking Interpersonal 11 
10. Peer-bonding Interpersonal 10 
11. Interpersonal influence Interpersonal 10 
12. Self-care Interpersonal 9 
13. Revenge Interpersonal 7 
Scores for the each of the 13 functions were summed into intrapersonal and 
interpersonal function scales.  Cronbach’s coefficient alphas for the intrapersonal and 
interpersonal scales were .73 and .77 respectively, which pointed to adequate internal 
consistency.  Total scores on the intra- and interpersonal function scales were prorated to 
enable comparison of these scales.  The total score on the intrapersonal scale was divided 
by 5 (i.e., the number of subscales), whereas the total score on the interpersonal scale was 
divided by 8 (see Table 15). 
Intrapersonal functions (prorated M = 2.78, SD = 1.18) were more frequently 
endorsed than were interpersonal functions (prorated M = 2.45, SD = 1.9).  A paired-
sample t test was conducted to determine whether this difference was significant.  The 
results indicated that the prorated mean for intrapersonal functions was not significantly 
greater than the prorated mean for interpersonal functions, t(7) = 0.55, p = .59.  The 95% 
confidence interval for the mean difference between the two ratings was -1.07 to 1.72. 
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Table 15 
Scores on ISAS Function Scales for Participants Who Endorsed Preincarceration NSSI 
Only 
Scale Score 
Intrapersonal function scale 109 
 Prorated intrapersonal scale 22.2 
Interpersonal function scale 98 
 Prorated interpersonal scale 19.6 
PAI Scores 
Table 16 shows scores on 13 PAI scale for participants who granted access to this 
information and did not endorse NSSI during current incarceration.  Participants who 
obtained an invalid PAI profile (i.e., ICN ≥ 73t, INF ≥ 75t, NIM ≥ 92t, PIM ≥ 68t; Morey, 
2003) were excluded from this analysis.   
Table 16 
Mean Scores on 13 PAI Scales for Participants Who Did Not Endorse NSSI During 
Current Incarceration (n = 88) 
Scale M SD 
Clinical Scales   
 ANX 48.94 11.52 
 ARD 49.94 11.99 
 DEP 52.78 11.67 
 PAR 53.30 10.98 
 SCZ 47.20 11.00 
 BOR 56.07 11.09 
 ANT 61.75  9.28 
 ALC 57.81 17.83 
 DRG 75.18 20.67 
Treatment Scales   
 AGG 49.26 11.66 
 SUI 48.22 9.94 
 STR 61.17 10.71 
 NON 49.27 11.91 
ANT scores for all three participants who endorsed NSSI during current 
incarceration fell above the corresponding mean score for participants who did not 
endorse this behavior (see Table 17).  For the DEP, PAR, SCZ, BOR, DRG, SUI, STR, 
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Table 17 
Mean Scores on 13 PAI Scales for Participants Who Endorsed NSSI During Current 
Incarceration (n = 83) 
Scale M Range 
Clinical Scales   
 ANX 55.00 35-83 
 ARD 55.00 37-90 
 DEP 58.67 38-80 
 PAR 64.30 38-86 
 SCZ 60.00 35-90 
 BOR 61.00 41-87 
 ANT 72.67 68-82 
 ALC 50.33 47-52 
 DRG 74.67 48-92 
Treatment Scales   
 AGG 59.67 48-83 
 SUI 56.33 43-68 
 STR 64.67 57-71 
 NON 62.33 37-83 
and NON scales, two of the three participants who endorsed NSSI during current 
incarceration obtained scores higher than the corresponding mean score for participants 
who did not report NSSI during current incarceration.  For the ANX, ARD, and AGG 
scales, only one of the three participants who endorsed NSSI during current incarceration 
obtained a score higher than the corresponding mean score for participants who did not 
endorse this behavior.  ALC scores for all three participants who endorsed NSSI during 
current incarceration fell below the corresponding mean for participants who did not 
report NSSI during current incarceration.  The significance of the above-mentioned 
differences in PAI scores could not be tested statistically because of the small number of 
participants who endorsed NSSI during current incarceration. 
Hypothesis Testing 
 None of the hypotheses in this study could be tested statistically because of the 
small number of participants who endorsed NSSI during current incarceration (n = 3, 
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2.1%).  To aid with a general description of the three participants who endorsed NSSI 
during current incarceration, selected demographic, charge/sentence, and mental health 
information are provided (Table 18).  Some indicators are not included to protect 
participants’ confidentiality.   
Table 18 
Selected Demographic, Offense, Sentence, and Mental Health Characteristics of 
Participants Who Endorsed NSSI During Current Incarceration  
Characteristics Participant A Participant B Participant C 
Age category  30-39 18-24 25-29 
Ethnicity/race  Caucasian Caucasian Caucasian 
Sexual orientation  Heterosexual Homosexual Heterosexual 
Highest level of education High School 
Diploma/GED 
High School 
Diploma/GED 
High School 
Diploma/GED 
Marital status Single and 
never married 
Single and 
never married 
Single and 
never married 
Children Yes No Yes 
Charges Drug-related 
offenses 
Sexual offenses Drug-related 
offenses 
Months completed of current prison 
sentence 
13-24 37-48 13-24 
Current mental health diagnoses Yes Yes No 
Historical mental health diagnoses Yes Yes No 
Although I was unable to conduct statistical testing of hypotheses, I inspected the 
data to determine whether the findings were consistent with my hypotheses.  My first 
hypothesis was that inmates who endorsed a history of NSSI during their current period 
of incarceration would be younger than inmates who did not endorse such a history.  The 
mean age of my study sample was 35.39 years (SD = 10.96).  Of the three participants 
who endorsed NSSI during current incarceration, two were younger than the mean age.  
Also, the mean age of the three participants who endorsed NSSI both preincarceration and 
during incarceration (M = 28.33 years; SD = 8.74) was nearly 5 years lower than the mean 
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age of the 23 participants who only endorsed historical NSSI (M = 33.09; SD = 9.36).  
These findings were partially consistent with my hypothesis. 
My second hypothesis was that inmates who endorsed a preincarceration history 
of NSSI would be more likely to engage in NSSI during their current period of 
incarceration than were inmates who denied a preincarceration history of NSSI.  The 
findings were consistent with this hypothesis: All three participants who endorsed NSSI 
during current incarceration also endorsed a history of preincarceration NSSI. 
 My third hypothesis was that the duration of total current incarceration time at the 
time of study would be longer in inmates who endorsed a history of NSSI during their 
period of incarceration than in inmates who did not endorse such a history.  The mean 
duration of total current incarceration in my study sample was 25.22 months (SD = 
15.44).  Of the three participants who endorsed NSSI during current incarceration, two 
had been incarcerated for less than 20 months.  Furthermore, the participant who had been 
incarcerated for more than 40 months reported that his last NSSI episode had taken place 
in late 2009.  Also, the mean duration of total current incarceration of the three 
participants who endorsed NSSI both before and during incarceration (M = 24.67 months; 
SD = 15.95) was nearly 3 years lower than the corresponding mean of the 23 participants 
who endorsed historical NSSI only (M = 27.43 months; SD = 17.49).  These findings 
were therefore not consistent with my hypothesis. 
My fourth hypothesis was that inmates’ scores on 13 PAI scales would be 
positively correlated with the number of NSSI episodes during their period of 
incarceration.  All three participants who endorsed NSSI during current incarceration 
granted access to their PAI scores.  Scores on the ICN and IFC validity scales showed that 
 82
all participants consistently responded to PAI items.  Similarly, scores on the PIM validity 
scale indicated that participants did not present themselves in an excessively favorable 
light.  Inspection of NIM scores suggested that one participant provided a negatively 
distorted image of himself, albeit not to the degree that his PAI results could not be 
interpreted.  However, the large number of elevated scales of this participant was likely 
linked to his elevated PIM scale score.   
Table 19 shows participants’ scores on the 13 PAI scales that were of interest in 
this study.  All three participants obtained an elevated score (i.e., a score of 60 or greater; 
Morey, 2003) on the ANT scale.  Scores on the PAR, DRG, STR, and NON scales were 
Table 19 
Number of Participants with Elevated Scores on PAI Scales  
Scale Number of participants 
with elevated scores 
n 
Validity Scales   
 ICN 0 
 IFN  0 
 NIM 1 
 PIM 0 
Clinical Scales  
 ANX 1 
 ARD 1 
 DEP 1 
 PAR 2 
 SCZ 1 
 BOR 1 
 ANT 3 
 ALC 0 
 DRG 2 
Treatment Scales  
 AGG 1 
 SUI 1 
 STR 2 
 NON 2 
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elevated for two participants, whereas another six scales were elevated for one 
participant.  None of the participants obtained an elevated score on the ALC scale. 
The total number of NSSI episodes endorsed by the three inmates during their 
current period of incarceration ranged from 50 to 530.  The participant who endorsed the 
lowest number of total NSSI episodes during his current period of incarceration (i.e., 50), 
obtained the lowest total score on the 13 PAI scales as well as the lowest number of 
elevated PAI scales.  However, the participant who endorsed the highest number of total 
NSSI episodes during his current period of incarceration (i.e., 530) did not obtain the 
highest total score on the 13 PAI scales or the highest number of elevated PAI scales.  
These findings were therefore only partially consistent with my hypothesis. 
 My fifth hypothesis was that inmates’ scores on 13 PAI scales would be positively 
correlated with scores on the ISAS intrapersonal and interpersonal function scales.  The 
total score on the ISAS intrapersonal function scale for the three participants who 
endorsed NSSI during current incarceration ranged from 7 to 24, whereas their 
corresponding scores on the ISAS interpersonal function scale ranged from 12 to 19.  The 
participant who obtained the highest scores on the ISAS intra- and interpersonal function 
scales also obtained the highest total score on the 13 PAI scales as well as the highest 
number of elevated scales among these three participants.  However, the participant who 
obtained the lowest scores on the ISAS intra- and interpersonal function scales did not 
obtain the lowest total score on the 13 PAI scales or the lowest number of elevated PAI 
scales.  These findings were therefore only partially consistent with my hypothesis. 
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Discussion  
The current study had three goals: (a) to explore the prevalence, frequency, and 
functions of NSSI in male inmates; (b) to explore differences in scores on 13 PAI scales 
between male inmates with and without a history of NSSI during incarceration; and (c) to 
develop and test a multivariate equation to predict the occurrence of NSSI during 
incarceration. 
Summary of the Results 
Prior to summarizing results and comparing them to available literature, it should 
be noted that only three participants endorsed NSSI behaviors during current 
incarceration.  Thus, no clear conclusions can be drawn about the representativeness of 
these findings relative to other studies. However, it is still interesting and useful to 
compare the current results with available literature to assess whether the trends were 
similar to those observed by other researchers.    
NSSI prevalence, frequency, and functions.  A total of 18.6% of participants 
endorsed that they had engaged in NSSI prior to incarceration.  This proportion is 
comparable to lifetime prevalence rates (17.9%) found by Carli et al. (2011) in a study 
with male prisoners in Italy and by Gunter et al. (2011) in a study with U.S. community 
corrections offenders (14%).  It is considerably lower than the lifetime NSSI prevalence 
rate for incarcerated women found in four studies, which ranged from 38% to 57% 
(Borrill et al., 2003, United Kingdom; Milligan & Andrews, 2005, United Kingdom; 
Power et al., 2013, Canada; Roe-Sepowitz, 2007). 
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The proportion of participants who reported NSSI during current incarceration 
was much lower (2.1%) than the proportion who reported a preincarceration NSSI history 
only.  This rate of 2.1% matched the findings in the only nationwide study in the United 
States on NSSI in incarcerated populations, which was based on institutional records and 
personal recollections of correctional officers (< 2%; Appelbaum et al., 2011).  In 
contrast, this rate was considerably lower than the in-prison NSSI prevalence rates in the 
range of 10.4% to 30.0% found for U.S. juvenile offenders (Chowanec et al., 1991; Penn 
et al., 2003).  A comparison with the rate of women who endorsed NSSI during 
incarceration could not be made, because available studies on women did not contain 
prevalence rates during incarceration (Borrill et al., 2003; Milligan & Andrews, 2005; 
Power et al., 2013; Roe-Sepowitz, 2007). The low self-reported rates of NSSI during 
current incarceration may have been the result of the data collection method used in the 
current study, as discussed below.  
The frequency of total NSSI instances reported by participants who endorsed this 
behavior during current incarceration and who were included in data analysis ranged from 
50 to 530.  Frequencies for individual NSSI behaviors ranged from two for self-cutting to 
500 for interfering with wound healing.  All participants who endorsed NSSI during 
current incarceration endorsed multiple methods of self-injury, with the most commonly 
endorsed methods being cutting and interfering with wound healing.  The finding that 
participants used multiple NSSI methods was consistent with Lanes (2009), who reported 
that 55.0% to 75.9% of male inmates engaged in two or more NSSI methods.  Penn et al. 
(2003) similarly reported that 55% of male and female incarcerated juvenile offenders 
used multiple methods.  Authors of several studies have reported cutting as the NSSI 
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method most commonly used by adult inmates (Jones, 1986; Lanes, 2009; Martinez, 
1980; Panton, 1962; Power et al., 2013, Canada; Thorburn, 1984).  Only one study made 
mention of interfering with wound healing: Penn et al. (2003) reported that 14.1% of 
juvenile offenders in their study endorsed picking at wounds. 
Participants who reported NSSI during current incarceration emphasized 
intrapersonal functions of the behavior over interpersonal functions.  Four out of the five 
ISAS functions on which participants in this group received the highest scores were 
categorized as intrapersonal functions.  The same pattern was observed in participants 
who endorsed a preincarceration NSSI history only.  The five ISAS functions on which 
participants in this group received the highest scores were all categorized as intrapersonal 
functions. 
 Participants in both groups endorsed affect regulation as the most important NSSI 
function and self-punishment as the third most important NSSI function.  This finding 
that affect regulation and self-punishment were important motivators for NSSI was 
consistent with findings in other studies (Briere & Gil, 1998; Klonsky, 2011; Laye-
Gindhu & Schonert-Reichl, 2005).  This finding was also consistent with the facts that all 
three inmates who endorsed NSSI during incarceration started the behavior prior to 
incarceration and that two out of the three inmates in this group did not speak to DHS 
staff about their NSSI history.  Limited research is available about the functions of NSSI 
in a male incarcerated population.  Fulwiler et al. (1997) noted that male inmates 
experienced emotional relief after NSSI.  Three studies with female inmates showed that 
externalizing difficult feelings and affect regulation played a key role in inmates’ NSSI 
(Chapman & Dixon-Gordon, 2007, Canada; Cookson, 1977, United Kingdom; Roe-
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Sepowitz, 2007).  In a recent phenomenological study with 20 male and female inmates 
who all had a history of recurrent NSSI, Smith (in press) concluded that the main purpose 
of inmates’ NSSI was to relieve overwhelming stress and regain control. 
Interestingly, participants who endorsed NSSI during current incarceration 
identified sensation seeking—an interpersonal function—as the second most important 
function.  This finding was consistent with the observation by Dixon-Gordon, Harrison, 
and Roesch (2012) that NSSI for interpersonal reasons is more commonly reported in 
correctional samples than in community samples.  At the same time, this finding was 
inconsistent with previous studies in which authors reported inmates’ desire to be 
transferred to a more favorable environment as the main interpersonal motivator for NSSI 
(Franklin, 1998; Hillbrand, 1993; Martinez, 1980; Virkkunen, 1976, Finland; 
Yaroshevsky, 1975, former Soviet Union).  It is worth noting that Klonsky and Glenn 
(2009) categorized sensation seeking as an interpersonal NSSI function on the basis of 
their factor analysis.  However, sensation seeking may actually be an intrapersonal 
function of NSSI.  For example, Zuckerman (1994) defined sensation seeking as “a trait 
defined by the seeking of a varied, novel, complex, and intense sensations and 
experiences, and the willingness to take physical, social, legal, and financial risks for the 
sake of such experience” (p. 27).  
Differences in PAI scores.  The ANT scores for all three participants who 
endorsed NSSI during current incarceration fell above the corresponding mean score for 
participants who did not endorse this behavior.  This finding was consistent with a 
positive relationship between antisocial features and NSSI.  Prior research on the 
relationship between antisocial features and NSSI in noncorrectional populations has been 
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inconclusive (Douglas et al., 2008; Favazza, 1998; Gunter et al., 2011; Klonsky et al., 
2003; Swogger et al., 2009; Young et al., 2006, United Kingdom).  In their studies with 
inmates, neither Gunter et al. (2011) nor Haines et al. (1995, Australia) found a link 
between antisocial personality traits and NSSI in their studies with inmates.   
Two out of the three participants who reported NSSI during current incarceration 
obtained higher BOR scores than the corresponding mean score for participants who did 
not endorse NSSI during current incarceration.  Few studies have been published on the 
link between NSSI and borderline features in an incarcerated population.  However, both 
Franklin (1998) and Lanes (2009) reported a relationship between NSSI in inmates and 
borderline personality disorder.  My findings were mostly consistent with the results of 
these two studies. 
All three participants who endorsed NSSI during current incarceration obtained 
scores on the ALC scale below the corresponding mean for participants who did not 
endorse NSSI during current incarceration.  This finding matched results reported by 
Hillbrand et al. (1994) on male forensic inpatients.  It contrasted with findings of other 
studies, in which researchers showed that inmates who engaged in NSSI were more likely 
to have a diagnosis of Alcohol Dependence/Alcohol Abuse than were inmates without 
such history (Borrill et al., 2003, United Kingdom; Maden et al., 2000, United Kingdom; 
Roe-Sepowitz, 2007).  DRG scores for two out of the three participants who endorsed 
NSSI during current incarceration fell above the corresponding mean for participants who 
did not report this behavior.  This finding mostly matched the results of several previous 
studies with inmates regarding the positive relationship between substance use problems 
and NSSI (Matsumoto et al., 2005, Japan; Penn et al., 2003; Roe-Sepowitz, 2007; 
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Virkkunen, 1976).  However, it contrasted with findings reported by Borrill et al. (2003, 
United Kingdom), Maden et al. (2000, United Kingdom) and Gunter et al. (2011). 
For the DEP scale, two of the three participants who endorsed NSSI during 
current incarceration obtained higher scores than the corresponding mean score for 
participants who did not report this behavior.  This finding matched results reported by 
three groups of researchers (Appelbaum et al., 2001; Carli et al., 2011, Italy; Lanes, 2009) 
about the link between NSSI and mood disorders in inmates.  However, Gunter et al. 
(2011) and Penn et al. (2003) did not find a similar relationship between NSSI and 
depression in inmates.   
In contrast, two of the three participants who endorsed NSSI during current 
incarceration obtained scores on the ANX and ARD scales that were lower than the 
corresponding mean scores for participants who did not report NSSI during current 
incarceration.  These findings were therefore mostly inconsistent with results of previous 
studies, in which researchers highlighted the relationship between inmates’ NSSI and 
anxiety disorders (Carli et al., 2011, Italy; Gunter et al., 2011; Panton, 1962; Penn et al., 
2003; Virkkunen, 1976, Finland). 
On the final two PAI clinical scales—PAR and SCZ—two of the three 
participants who reported NSSI during current incarceration obtained scores higher than 
the corresponding mean score for participants who did not endorse this behavior.  This 
mostly matched results reported by Appelbaum et al. (2011), Carli et al. (2011, Italy), and 
Lanes (2009) about the link between psychotic disorders and NSSI in inmates.  However, 
Hillbrand et al. (1994) reported that male forensic inpatients with a history of NSSI were 
 90
less likely to have been diagnosed with Schizophrenia than were forensic patients without 
a history of NSSI.   
On three PAI treatment scales (SUI, STR, and NON), two of the three participants 
who reported NSSI during current incarceration obtained scores higher than the 
corresponding mean score for participants who did not endorse this behavior.  This 
finding regarding SUI scores mostly matched results of numerous previous studies.  Carli 
et al. (2011, Italy), Cullen (1985, United Kingdom), Jones (1986), Lanes (2009), Roe-
Sepowitz (2007), Matsumoto et al. (2005, Japan), Penn et al. (2003) all reported a 
relationship between suicide attempts and NSSI in incarcerated populations.  The STR 
and NON scales were included in this study because of the well-documented relationship 
between NSSI, stress, coping strategies, and emotion regulation (Fliege et al., 2009; Jeglic 
et al., 2005; Kirchner et al., 2008, Spain; Thomas et al., 2006).  The above-mentioned 
findings for the STR and NON scales mostly matched this relationship. 
On the final PAI treatment scale (AGG), only one of the three participants who 
endorsed NSSI during current incarceration obtained a score higher than the 
corresponding mean score for participants who did not endorse this behavior.  This 
finding was mostly inconsistent with earlier literature on the link between aggression and 
inmates’ NSSI during incarceration.  Chowanec et al. (1991), Hillbrand (1993), and 
Hillbrand et al. (1994) all reported that inmates who had engaged in NSSI during 
incarceration displayed more aggressive behaviors than did inmates without such a 
history. 
Predictors of NSSI during incarceration.  I developed six hypotheses to assess 
which inmate characteristics could predict NSSI during incarceration.  As mentioned in 
 91
the Results section, I could not test my hypotheses statistically because of the small 
number of participants who endorsed NSSI during current incarceration.  Thus, I 
compared the current findings with my hypotheses to determine whether results appeared 
to be in the predicted direction. 
All participants who endorsed NSSI during current incarceration also reported 
preincarceration NSSI.  This was consistent with my first study hypothesis.  This finding 
also matched the relationship between NSSI behaviors prior to and during incarceration 
found in five earlier studies (Cullen, 1985; Hillbrand et al., 1994; Penn et al., 2003; Power 
et al., 2013, Canada; Slade et al., in press, United Kingdom). 
Two of the three participants who endorsed NSSI during current incarceration, 
were younger than the study sample mean.  The mean age of the three participants who 
endorsed NSSI behaviors both prior to and during incarceration NSSI was 5 years lower 
than the mean age of the 23 participants who endorsed historical NSSI only.  These 
findings were therefore mostly consistent with my second study hypotheses.  In several 
other studies, researchers have similarly found that NSSI in inmates was associated with 
younger age (Cookson, 1977, United Kingdom; Hillbrand et al., 1994; Jackson, 2000; 
Roe-Sepowitz, 2007; Smith & Kaminski, 2010).   
Two thirds of participants who endorsed NSSI during current incarceration had 
been incarcerated for a shorter duration than the study sample mean.  Furthermore, the 
participant who had been incarcerated for a longer duration than the study sample mean 
had not engaged in NSSI during the last 3.5 years.  Similarly, the mean number of months 
of the current sentence completed by participants who endorsed NSSI during current 
incarceration was 3 months shorter than the equivalent number for participants who only 
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endorsed historical NSSI.  This finding was therefore not consistent with my third study 
hypothesis nor with Smith and Kaminski’s (2010) finding that inmates were more likely 
to engage in NSSI as their years in prison increased.  However, this finding was 
consistent with research by Slade et al. (in press, United Kingdom), who concluded that 
male inmates’ risk of NSSI was the highest during their first few weeks of imprisonment.   
Study findings were mostly inconsistent with my fourth hypothesis that a higher 
number of NSSI episodes during current period of incarceration would be positively 
correlated with participants’ scores on 13 PAI scales.  The participant with the lowest 
number of NSSI episodes during current incarceration obtained the lowest total score on 
13 PAI scales as well as the fewest elevated PAI scales.  However, the same did not hold 
true for the participants who endorsed the highest or second highest number of NSSI 
episodes during current incarceration.  A possible explanation could be that I attributed 
equal weight to all types of NSSI behaviors and episodes, which may not hold true.  For 
example, an instance of interfering with wound healing (e.g., picking at scabs) may not be 
of the same severity as an instance of self-cutting or self-burning.  To the best of my 
knowledge, no researchers to date have explored the relationship between the number of 
NSSI episodes and scores on the PAI.   
Study findings were also mostly inconsistent with my fifth hypothesis that 
participants’ scores on 13 PAI scales would be positively correlated with scores on the 
ISAS intrapersonal and interpersonal function scales.  The participant who obtained the 
highest scores on the ISAS intrapersonal and interpersonal function scales also obtained 
the highest total score on the 13 PAI scales and the highest number of elevated scales.  
However, the same did not hold true for the participants who obtained the lowest and 
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second lowest scores on the ISAS intrapersonal and interpersonal function scales.  To the 
best of my knowledge, no researchers to date have explored the relationship between the 
scores on the ISAS intrapersonal and interpersonal function scales episodes and scores on 
the PAI. 
Finally, I hypothesized that inmates’ preincarceration NSSI history, age, scores on 
13 PAI scales, and length of current incarceration would be significant predictors of the 
occurrence of NSSI during incarceration.  I could neither develop nor test a multivariate 
equation to predict the occurrence of NSSI during incarceration because of the small 
number of participants who endorsed this behavior.  At the same time, all three 
participants who endorsed NSSI during current incarceration reported a history of 
preincarceration NSSI, were younger than the average age, and obtained elevated scores 
on the PAI scale that measures antisocial features.  Additionally, recency of current 
incarceration appeared to be linked to in-prison NSSI. 
Strengths and Limitations of the Current Research 
An important strength of this study is that it was the first formal investigation into 
the prevalence and functions of NSSI in male inmates during current incarceration that 
used a widely accepted definition of NSSI and a standardized self-report measure to 
assess this behavior.  Also, the study was conducted with male inmates, and few 
researchers have exclusively focused on NSSI in this population in the United States.  
Another strength is that the study used a random sample of male inmates across two 
correctional institutions.  Furthermore, the study provided information that may be helpful 
to ODOC staff in making decision about identifying and treating inmates who engage in 
NSSI. 
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This study also had several limitations.  Even though the study sample was 
randomly selected, the random sample only covered one minimum- and one medium-
security correctional institution.  Also, participation in the study was voluntary.  
Therefore, study participants differed in terms of age, ethnic composition, and crime type 
from the overall ODOC inmate population.  It is likely that participants also differed from 
the overall ODOC inmate population in terms of NSSI behaviors.  For example, inmates 
with a history of NSSI may have felt more or less inclined to participate in the study than 
inmates without such a history.  The results of this study may therefore not be 
generalizable to the ODOC population at large. 
Another limitation was that most data were gathered through self-report.  
Therefore, recall and response bias may have systematically affected the results.  Also, 
the institutional setting and data collection method may not have felt safe enough for 
participants to provide truthful answers.  In particular, the lack of privacy and presence of 
a correctional officer may have skewed participants’ responses. 
 Although the ISAS had particular strengths in identifying NSSI functions, it was 
not designed for or normed on an inmate population.  Some ISAS survey items or 
function scales likely do not optimally reflect the behaviors and experiences of inmates.  
For example, the item When I self-harm, I am establishing that I am 
autonomous/Independent may be less relevant to an incarcerated population than to a 
nonincarcerated population. 
In my analysis, as noted above I attributed equal weight to all types of NSSI 
behaviors and episodes, which may not hold true.  For example, an instance of interfering 
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with wound healing (e.g., picking at scabs) may not be of the same severity as an instance 
of self-cutting or self-burning. 
An additional limitation was the small number of participants who endorsed NSSI 
during current incarceration.  Even though a larger sample size may not have translated 
into a larger proportion of participants who endorsed NSSI during current incarceration, it 
may have provided additional power for statistical analysis.  However, the number of 
inmates who would need to be called out to get a larger study sample exceeded the 
infrastructure of the participating correctional institutions. 
A final limitation was the quality of the data collected through inmates’ self-
report.  Several inmates provided incomplete/inconsistent data to the extent that their 
response sets could not be included in data analysis.  This further reduced the number of 
participants in the final study sample. 
Implications of the Current Study 
The most important implication of the current study is that participants who 
endorsed NSSI during incarceration emphasized intrapersonal functions of the behavior 
over interpersonal functions.  The same pattern was observed among participants who 
reported a history of NSSI prior to incarceration only.  This is an important finding 
because staff in correctional institutions frequently respond to inmates’ NSSI with 
punitive rather than supportive treatment responses (Appelbaum et al., 2011; Dexter & 
Towl, 1995; Doty, Smith, & Rojek, 2012; Jones, 1986; Kenning et al. 2013; Lanes, 2009; 
Marzano & Adler, 2007; Thorburn, 1984).  Dixon-Gordon et al. (2012) and Walsh (2006) 
pointed out that punitive responses might actually enhance the frequency of NSSI 
behaviors in correctional and noncorrectional populations.  This is exemplified by the 
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finding that two out of the three inmates in the current study who endorsed NSSI during 
current incarceration also indicated that they had spent time in segregation as a result of 
their NSSI behaviors.  Furthermore, only one participant in this group reported that he 
had received in-prison treatment for his NSSI behaviors.   
The low number of participants who endorsed NSSI during current incarceration 
prevented statistical data analysis to predict which groups of inmates may be most 
vulnerable to using NSSI during incarceration.  Still, several trends were observed.  In 
this study’s sample, the following characteristics seemed connected to inmates’ NSSI 
during incarceration: a history of preincarceration NSSI, young age, recency of current 
incarceration, and antisocial features.  Even though additional research needs to be carried 
out on inmates’ risk factors for NSSI, this information may aid in the identification of 
inmates at risk of using NSSI during incarceration. 
Directions for Further Research 
 A replication of this study with a different data collection method would be 
helpful to determine the prevalence, frequency, and functions of NSSI in male inmates.  
Infrastructural limitations at the two participating correctional facilities resulted in 
inmates being called out in groups of approximately 25.  The lack of inmates’ privacy 
during the research process likely had a negative effect on participation rates and quality 
of study data.  It would be especially valuable if a researcher or team of researchers with 
sustained access to participating correctional institutions (e.g., doctoral students 
completing a 1-year clinical placement) could meet with inmates individually to explain 
the study goals and administer/check the protocols.  Data collection over a period of 
several months by a team of researchers may also result in a larger sample size than was 
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obtained in this study.  Inmates frequently relocate between correctional facilities.  
Staggered data collection would enable researchers to approach newly-arrived inmates.   
Even though the ISAS captures valuable information on NSSI functions, this 
instrument was not designed for or normed on an offender population.  Some survey 
items (e.g., When I self-harm, I am establishing that I am autonomous/Independent) may 
be less salient for correctional populations and noncorrectional populations.  Both 
qualitative and quantitative research on the functions of their NSSI could aid with the 
adjustment of the ISAS for an inmate population.  Especially helpful would be qualitative 
research that explores triggers for NSSI and inmates’ experiences with in-prison treatment 
of this behavior. 
A considerable proportion of inmates did not complete the ISAS correctly.  For 
example, some questions were missed by almost all inmates (e.g., If you feel that you 
have a main form of self-harm, please circle the behavior(s) on the first page above that 
you consider to be your main form of self-harm) and inmates appeared unsure which parts 
they needed to complete.  Research on the layout of the ISAS (e.g., with or without flow 
charts) could be helpful to improve response accuracy. 
Conclusions 
 The purpose of this study was to fill some of the gaps in the existing research on 
the prevalence, frequency, functions, and predictors of NSSI in male inmates during 
current incarceration.  Even though the lifetime NSSI prevalence in the study sample 
matched findings of several earlier studies, the prevalence of NSSI during incarceration 
was lower than expected based on prior studies.  Cutting and interfering with wound 
healing were the most frequently endorsed NSSI behaviors.  Endorsed frequencies varied 
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with the type of NSSI behavior: Inmates reported the lowest frequency for cutting and the 
highest frequency for interfering with wound healing. 
 I could not statistically test my study hypotheses on variables potentially 
correlated with or predictive of NSSI during current incarceration.  However, several of 
my findings were consistent with my hypotheses.  All participants who endorsed NSSI 
during current incarceration also endorsed a preincarceration NSSI history.  Similarly, 
younger than average age appeared linked to NSSI during incarceration.  All participants 
who reported NSSI during current incarceration obtained scores on the PAI ANT scale 
that were elevated and higher than the study sample mean.  Finally, the finding that 
recency of current incarceration seemed linked to in-prison NSSI countered one of my 
hypotheses. 
  
 99
 
References 
Allen, J., & Wilson, V. (2003). Assessing alcohol problems: A guide for clinicians and 
researchers (2nd ed.). Bethesda, MD: National Institute on Alcohol Abuse and 
Alcoholism. 
American Psychiatric Association (2000). Diagnostic and statistical manual of mental 
disorders (4th ed., text rev.). Washington, DC: Author. 
American Psychiatric Association (2013). Diagnostic and statistical manual of mental 
disorders (5th ed.) Washington, DC: Author. 
Andover, M. S., Pepper, C. M., Ryabchenko, K. A., Orrico, E. G., & Gibb, B. E. (2005). 
Self-mutilation and symptoms of depression, anxiety, and borderline personality 
disorder. Suicide and Life-Threatening Behavior, 35, 581-591. 
doi:10.1521/suli.2005.35.5.581 
Andover, S. A., Primack, J. M., Gibb, B. E., & Pepper, A. M. (2010). An examination of 
non-suicidal self-injury in men: Do men differ from women in basic NSSI 
characteristics? Archives of Suicide Research, 14, 79-88. 
doi:10.1080/13811110903479086 
Appelbaum, K. L., Savageau, J. A., Trestman, R. I., Metzner, J. L., & Baillargeon, J. 
(2011). A national survey of self-injurious behavior in American prisons. 
Psychiatric Services, 62, 285-290. doi:10.1176/appi.ps.62.3.285 
Babiker, G., & Lois, A. (1997). Working in particular settings with people who self-
injure. Leicester, England: British Psychological Society. 
Bernstein, D. P., Ahluvalia, T., Pogge, D., & Handelsman, L. (1997). Validity of the 
Childhood Trauma Questionnaire in an adolescent psychiatric population. Journal 
of the American Academy of Child and Adolescent Psychiatry, 36, 340-348. 
doi:0.1097/00004583-199703000-00012 
Borrill, J., Burnett, R., Atkings, R., Miller, S., Briggs, D., Weaver, T., & Maiden, A. 
(2003). Patterns of self-harm and attempted suicide among White and 
Black/mixed race female prisons. Criminal Behaviour and Mental Health, 13, 
229-240. doi:10.1002/cbm.549 
Briere J. (1995), Trauma Symptom Inventory: Professional manual. Lutz, FL: 
Psychological Assessment Resources. 
Briere, J., & Gil, E. (1998). Self-mutilation in clinical and general population samples: 
Prevalence, correlates, and functions. American Journal of Orthopsychiatry, 68, 
609-620. doi:10.1037/h0080369 
 100
Brown, L. S., & Bryan, T. C. (2007). Feminist therapy with people who self-inflict 
violence. Journal of Clinical Psychology: In Session, 63, 1121-1133. 
doi:10.1002/jclp.20419 
Brown, M. Z., Comtois, K. A., & Linehan, M. M. (2002). Reasons for suicide attempts 
and nonsuicidal self-injury in women with borderline personality disorder. 
Journal of Abnormal Psychology, 111(1), 198-202. doi:10.1037//0021-
843X.111.1.198. 
Brown, G. K., Goodwin, F. K., Ballenger, J. C., Goyer, P. F., & Major, L. F. (1979). 
Aggression in humans correlates with cerebrospinal fluid amine metabolites. 
Psychiatry Research, 1, 131-139. 
Carli, V., Mandelli, L., Poštuvan, V., Roy, A., Bevilacqua, L., Casero, C., . . . 
Sarchiapone, M. (2011). Self-harm in prisoners. The International Journal of 
Neuropsychiatric Medicine, 16(3), 75-81. doi:10.1017/S1092852912000211 
Carli, V., Jovanović, N., Podlešek, A., Roy, A., Rihmer, Z., Maggi, S., . . . Sarchiapone, 
M. (2010). The role of impulsivity in self-mutilators, suicide ideators and suicide 
attempters – A study of 1265 incarcerated individuals. Journal of Affective 
Disorders, 123, 116-122. doi:10.1016/j/jad.2010.02.119 
Chapman, A. L., & Dixon-Gordon, K. L. (2007). Emotional antecedents and 
consequences of deliberate self-harm and suicide attempts. Suicide and Life-
Threatening Behavior, 37, 543-552. doi:10.1521/suli.2007.37.5.543 
Chapman, A. L., Gratz, K. L., & Brown, M. Z. (2006). Solving the puzzle of deliberate 
self-harm: The experiential avoidance model. Behavior Research and Therapy, 
44, 371-394. doi:10.1016/j.brat.2005.03.005. 
Chowanec, G. C., Josephson, A. M., Coleman, C., & Davis, H. (1991). Self-harming 
behavior in male delinquent adolescents. Journal of the American Academy of 
Child & Adolescent Psychiatry, 30, 202-207. doi:10.1097/00004583-199103000-
00007 
Claes, L., & Vandereycken, W. (2007). Self-injurious behavior: Differential diagnosis 
and functional differentiation. Comprehensive Psychiatry, 48, 137-144. 
doi:10.1016/j.comppsych.2006.10.009 
Claes, L., Vandereycken, W., & Vertommen, H. (2006). Self-injury in female versus male 
psychiatric patients: A comparison of characteristics, psychopathology and 
aggression regulation. Personality and Individual Differences, 42, 611-621. 
doi:10.1016/j.paid.2006.07.021 
Cookson, H. M. (1977). A survey of self-injury in a closed prison for women. British 
Journal of Criminology, 17(4), 332-347. Retrieved from http://www. 
http://bjc.oxfordjournals.org/ 
 101
Cooper, J., Kapur, N., Webb, R., Lawlor, M., Gutrie, E., Makway-Jones, K., & Appleby, 
L. (2005). Suicide after deliberate self-harm: A 4-year cohort study. American 
Journal of Psychiatry, 162, 297-303. doi:10.1176/appi.ajp.162.2.297 
Cullen (1985). Prediction and treatment of self-injury by female young offenders. In D. P. 
Farrington & R. Tarling (Eds.), Prediction in criminology (pp. 135-148). Albany, 
NY: State University of New York Press. 
Daigle, M. S., & Côté, G. (2006). Nonfatal suicide-related behavior among inmates: 
Testing for gender and type differences. Suicide and Life-threatening Behavior, 
36(6), 670-681. doi:10.1521/suli.2006.36.6.670 
Darche, M. A. (1990). Psychological factors differentiating self-mutilating and non-self-
mutilating adolescent inpatient females. Psychiatric Hospital, 21, 31-35. 
Dear, G. E., Thomson, E. M., & Hills, A. M. (2000). Self-harm in prison: Manipulators 
can also be suicide attempters. Criminal Justice and Behavior, 27(2), 160-175. 
doi:10.1177/0093854800027002002 
DeHart, D. D., Smith, H. P., & Kaminski, R. J. (2009). Institutional Responses to self-
injurious behavior among inmates. Journal of Correctional Health Care, 15, 129-
141. doi:10.1177/1078345809331444  
Deliberto, T. L., & Nock, M. K. (2008). An exploratory study of correlates, onset, and 
offset of non-suicidal self-injury. Archives of Suicide Research, 12, 219-231. 
doi:10.1080/13811110802101096 
Dexter P., & Towl, G. J. (1995). An investigation into suicide behaviour in prisons. In N. 
K. Clark & G. M. Stephenson (Eds.) Criminal behaviour: Perceptions, 
attributions, and rationalities (pp. 45-53). Issues in Criminological & Legal 
Psychology (Vol. 22). Leicester, England: British Psychological Society. 
DiClemente, R. J., Ponton, L. E., & Hartley, D. (1991). Prevalence and correlates of 
cutting behavior: Risk for HIV transmission. Journal of the American Academy of 
Child and Adolescent Psychiatry, 30, 735-739. doi:10.1097/00004583-
199109000-00006 
Dixon-Gordon, K., Harrison, N., & Roesch, R. (2012). Non-suicidal self-injury within 
offender populations: A systematic review. International Journal of Forensic 
Mental Health, 11, 33-50. doi:10.1080/14999013.2023.667513 
Doty, S., Smith, H. P., & Rojek, J. (2012). Self-injurious behaviors in corrections: 
Informal social control and institutional responses in a state prison system. Victims 
and Offenders, 7, 30-52. doi:10.1080/15564886.2011.629774 
 
 102
Douglas, K. S., Lillenfield, S. O., Skeem, J. L., Poythress, N. G., Edens, J. F., & Patrick, 
C. J. (2008). Relation of antisocial and psychopathic traits to suicide-related 
behavior among offenders. Law and Human Behavior, 32, 511-525. 
doi:10.1007/s10979-007-9122-8 
Edens, J. F., Cruise, K. R., & Buffington-Vollum, J. K. (2001). Forensic and correctional 
applications of the Personality Assessment Inventory. Behavioral Sciences and the 
Law, 19, 519-543. doi:10.1002/bsl.457 
Fagan, T. J., Cos, J., Helfand, S., & Auferheide, D. (2010). Self-injurious behavior in 
correctional settings. Journal of Correctional Health Care, 16, 48-66. 
doi:10.1177/1078345809348212 
Favazza, A. R. (1998). The coming of age of self-mutilation. Journal of Nervous & 
Mental Disease, 186, 259-268. doi:10.1097/00005053-199805000-00001 
Favazza, A. R. (2009). A cultural understanding of nonsuicidal self-injury. In M. K. Nock 
(Ed.), Understanding nonsuicidal self-injury: Origins, assessment, and treatment 
(pp. 19-36). Washington, DC: American Psychological Association. 
Favazza, A. R., & Conterio, K. (1989). Female habitual self-mutilators. Acta Psychiatrica 
Scandinavica, 79, 283-189. doi:10.1111/j.1600-0447.1989.tb10259.x 
Fliege, H., Lee, J-R., Grimm, A., & Klapp, B. F. (2009). Risk factors and correlates of 
deliberate self-harm behavior: A systematic review. Journal of Psychometric 
Research, 66, 477-493. doi:10.1016/j.jpsychores.2008.10.013 
Franklin, R. (1988). Deliberate self-harm: Self-injurious behavior within a correctional 
mental health population. Criminal Justice and Behavior, 15(2), 210-218. 
doi:10.1177/0093854888015002007 
Fulwiler, C., Forbes, C., Santangelo, S. L., & Folstein, M. (1997). Self-mutilation and 
suicide attempt: Distinguishing features in prisoners. Journal of the American 
Academy of Psychiatry Law, 25, 69-77. doi:10.1016/j.ijlp.2006.03.004 
Glenn, C. R., & Klonsky, E. D. (2007, May). The functions of non-suicidal self-
injury: Measurement and structure. Paper presented at the annual meeting of 
the Association of Psychological Science, Washington, DC. 
Glenn, C. R., & Klonsky, E. D. (2011). One-year test-retest reliability of the Inventory of 
Statements About Self-Injury (ISAS). Assessment, 18(3), 375-378. 
doi:10.1177/1073191111411669 
Gossop, M., Darke, S., Griffiths, P., Hando, J., Powis, B., Hall, W., & Strang, J. (1995). 
The Severity of Dependence Scale (SDS): Psychometric properties of the SDS in 
English and Australian samples of heroin, cocaine and amphetamine users. 
Addiction, 90, 607-614. Retrieved online from http://www.addictionjournal.org 
 103
Gratz, K. L. (2001). Measurement of deliberate self-harm: Preliminary data of the 
Deliberate Self-Harm Inventory. Journal of Psychopathology and Behavioral 
Assessment, 23, 253-263. doi:10.1023/A:1012779403943 
Gray, N. S., Hill, C., McGleish A., Timmons, D., MacCulloch, M. J., & Snowden, R. J. 
(2003). Prediction of violence and self-harm in mentally disordered offenders: A 
prospective study of the efficacy of HCR-20, PCL-R, and psychiatric 
symptomatology. Journal of Consulting and Clinical Psychology, 71(3), 443-451. 
doi:10.1037.0022-006X.71.3.443 
Guertin, T., Lloyd-Richardson, E., Spirito, A., Donaldson, D., & Boergers, J. (2001). 
Self-mutilative behaviour in adolescents who attempt suicide by overdose. 
Journal of the American Academy of Child and Adolescent Psychiatry, 40, 1062-
1069. doi:10.1097/00004583-200109000-00015 
Gunter, T. D., Chibnall, J. T., Antoniak, S. K., Philbert, R. A., & Hollenbeck, N. (2011). 
Predictors of suicidal ideation, suicide attempts, and self-harm without lethal 
intent in a community corrections sample. Journal of Criminal Justice, 39(3), 238-
245. doi:10.1016/j.jcrimjus.2011.02.005 
Haines, J., & Williams, C. L. (1997). Coping and problem solving of self-mutilators. 
Journal of Clinical Psychology, 59, 10, 1097-1106. doi:10.1002/jclp.10202 
Haines, J., Williams, C. L., & Brain, K. L. (1995). The psychopathology of incarcerated 
self-mutilators. Canadian Journal of Psychiatry, 40, 514-522. 
doi:10.1002/jclp.10202 
Hare, R. D. (1991). The Hare Psychopathy Checklist – Revised. Toronto, Canada: Multi-
Health Systems. 
Hawton, K., Rodham, K., Evans, E., & Weatherall, R. (2002). Deliberate self-harm in 
adolescents: Self-report survey in schools in England. British Medical Journal, 
325, 1207-1211. doi:10.1136/bmj.325.7374.1207 
Hillbrand, M. (1993). Self-injurious behavior in correctional and noncorrectional 
psychiatric patients: Prevalence and correlates. Journal of Offender 
Rehabilitation, 19(3-4), 95-102. Retrieved from http://www.tandfonline.com 
Hillbrand, M., Krystal, J. H., Sharpe, K. S., & Foster, H. G. (1994). Clinical predictors of 
self-mutilation in hospitalized forensic patients. The Journal of Nervous and 
Mental Disease, 182, 9-13. doi:10.4045/tidsskr.08.0140 
Hintikka, J., Tolmunen, T., Rissanen, M., Honkalampi, K., Kylmä, J., & Laukkanen, E. 
(2009). Mental disorders in self-cutting adolescents, Journal of Adolescent Health, 
44, 464-467. doi:10.1016/j.jadohealth.2008.10.003 
Hilt, L. M., Cha C. B., & Nolen-Hoeksema S. (2008). Nonsuicidal self-injury in 
young adolescent girls: Moderators of the distress-function relationship. 
 104
Journal of Consulting and Clinical Psychology, 76, 63-71. doi:10.1037/0022-
006X.76.1.63 
Hilt, L. M., Nock, M. K., Lloyd-Richardson, E. E., & Prinstein, M. J. (2008). 
Longitudinal study of nonsuicidal self-injury among young adolescents. Journal 
of Early Adolescence, 28, 455-469. doi:10.1177/0020764003494002 
Hoffman, R. M., & Kress, V. E. (2008). Client non-suicidal self-injurious behavior: 
Considerations for clinical supervisors. The Clinical Supervisor, 27, 97-110. 
doi:10.1080/07325220802221561 
International Society for the Study of Self-Injury (2013). About self-injury. Retrieved 
from http://www.isssweb.org/ 
Jackson, N. (2000). The prevalence and frequency of deliberate self-harm among male 
patients in a maximum secure hospital. Criminal Behaviour and Mental Health, 
10, 21-28. doi:10.1002/cbm.340 
Jeglic, E. L., Vanderhoff, H. & A., Donovick, P. J. (2005). The function of self-harm 
behavior in a forensic population. International Journal of Offender Therapy and 
Comparative Criminology, 49, 131-142. doi:10.1177/0306624X04271130 
Jones, A. (1986). Self-mutilation in prison: A comparison of mutilators and 
nonmutilators. Criminal Justice and Behavior, 13, 286-296. 
doi:10.1177/0093854886013003003 
Kenning, C., Cooper, J., Short, V., Shaw, J., Abel, K., & Chew-Graham, C. (2010). 
Prison staff and women prisoner’s views on self-harm; their implication for 
service delivery and development; A qualitative study. Criminal Behaviour and 
Mental Health, 20, 274-284. doi:10.1002/cbm.777 
Kenny, D. T., Lennings, C. J., & Munn, O. A. (2008). Risk factors of self-harm and 
suicide in incarcerated young offenders: Implications for policy and practice. 
Journal of Forensic Psychology Practice, 8, 358-382. 
doi:10.1080/15228930802199317  
Kessler, R. C., & Merikangas, K. R. (2004). The National Comorbidity Survey 
Replication (NCS-R): Background and aims. International Journal of Methods in 
Psychiatric Research, 13, 64-68. doi:10.1177/0272431608316604 
Kirchner, T., Forns, M., & Mohino, S. (2008). Identifying the risk of deliberate self-harm 
among young prisoners by means of coping typologies. Suicide and Life-
Threatening Behavior, 38, 442-448. doi:10.1521/suli.2008.38.4.442 
Kleindienst, N., Bohus, M., Ludäscher, P., Limberger, M. F., Kuenkele, K., Ebner-
Priemer, U, ... Schmal, C. (2008). Motives for nonsuicidal self-injury among 
women with borderline personality disorder. Journal of Nervous & Mental 
Disease, 196, 230-236. doi:10.1097/NMD.obo13e3181663026 
 105
Klonsky, E. D. (2007a). The functions of deliberate self-injury: A review of the evidence. 
Clinical Psychology Review, 27, 226-239. doi:10.1016/j.cpr.2006.08.2002  
Klonsky, E. D. (2007b). Non-suicidal self-injury: An introduction. Journal of Clinical 
Psychology: In Session, 63, 1039-1043. doi:10.1002/jclp.20411 
Klonsky, E. D. (2011). Non-suicidal self-injury in United States adults: Prevalence, 
sociodemographics, topography, and functions. Psychological Medicine, 41(9), 
1981-1986. doi:10.1017/S0033291710002497 
Klonsky, E. D., & Glenn, C. R. (2008). Assessing the function of non-suicidal self-injury: 
Psychometric properties of the Inventory of Statements About Self-Injury (ISAS). 
Journal of Psychopathological Behavior Assessment, 31, 215-219. 
doi:10.1007/s10862-008-9107-z 
Klonsky, E. D., & Muehlenkamp, J. J. (2007). Self-Injury: A research review for the 
practitioner. Journal of Clinical Psychology: In Session, 63, 1045-1056. 
doi:10.1002/jclp.20412 
Klonsky, E. D., & Olino, T. M. (2008). Identifying clinically distinct subgroups of self-
injurers among young adults: A latent class analysis. Journal of Consulting and 
Clinical Psychology, 76, 22-27. doi:10.1037/0022-006X.76.1.22 
Klonsky, E. D., Oltmanns, T. F., & Turkheimer, E. (2003). Deliberate self-harm in a 
nonclinical population: Prevalence and psychological correlates. American 
Journal of Psychiatry, 160, 1501-1508. doi:10.1176/appi.ajp.160.8.1501 
Klonsky, E. D., & Weinberg, A. (2009). Assessment of nonsuicidal self-injury. In M. K. 
Nock (Ed.), Understanding nonsuicidal self-injury: Origins, assessment, and 
treatment (pp. 183-199). Washington, DC: American Psychological Association. 
Knowles, S., Townsend, E., & Anderson, M. (2011). Factors associated with self-harm in 
community-based young offenders; the importance of psychological variables. 
The Journal of Forensic Psychiatry & Psychology, 22(4), 479-495. 
doi:10.1080/14789949.2011.591415 
Lanes, E. (2009). Identification of risk factors for self-injurious behavior in male 
prisoners. Journal of Forensic Science, 54, 692-698. doi:10.111/j.1556-
4029.2009.01028.x 
Lanes E. (2011). Are the “worst of the worst” self-injurious prisoners more likely to end 
up in long-term maximum-security administrative segregation? International 
Journal of Offender Therapy and Comparative Criminology, 55(7), 1034-1050. 
doi:10.1177/0306624X10378494 
Laye-Gindhu, A., & Schonert-Reichl, K. A. (2005). Nonsuicidal self-harm among 
community adolescents: Understanding the “whats” and “whys” of self-harm. 
Journal of Youth and Adolescence, 34, 447-457. doi:10.1007/s10964-005-7262-z 
 106
Levy, K. N., Yeomans, F. E., & Diamond, D. (2007). Psychodynamic treatments of self-
injury. Journal of Clinical Psychology: In Session, 63, 1105-1120. 
doi:10.1002/jclp.20418 
Linehan, M. M., Comtois, K. A., Brown, M. Z., Heard, H. L., & Wagner, A. (2006). 
Suicide attempt self-injury interview (SASII): Development, reliability, and 
validity of a scale to assess suicide attempts and intentional self-injury. 
Psychological Assessment, 18, 302-312. doi:10.1037/1040-3590.18.3.303 
Lloyd, E., Keeley, M. I., & Hope, T. (1997). Self-mutilation in a community sample of 
adolescents: Descriptive characteristics and provisional prevalence rates. Poster 
session presented at the Society of Behavioral Medicine, New Orleans, LA.  
Lloyd-Richardson, E., Perrine, N., Dierker, L., & Kelley, M. (2007). Characteristics and 
functions of non-suicidal self-injury in a community sample of adolescents. 
Psychological Medicine, 37, 1183-1192. doi:10.1017/S003329170700027X 
Lohner, J., & Konrad, N. (2006). Deliberate self-harm and suicide attempts in custody: 
Distinguishing features in male inmates’ self-injurious behavior. International 
Journal of Law and Psychiatry, 29, 370-385. doi:10.1016/j.ijlp.2006.03.0040 
Maden, A., Chamberlain, S., & Gunn, J. (2000). Deliberate self-harm in sentenced male 
prisoners in England and Wales: Some ethnic factors. Criminal Behavior and 
Mental Health, 10, 199-204. doi:10.1002/cbm.35 
Martinez, M. E. (1980). Manipulative self-injurious behavior in correctional settings: An 
environmental treatment approach. Journal of Offender Counseling, 4, 275-283. 
doi:10.1300/J264v04n03_06 
March, J. S., Sullivan, K., & Parker, J. (1999). Test-retest reliability of the 
Multidimensional Anxiety Scale for Children. Journal of Anxiety Disorders, 13, 
349-358. doi:10.1016/S0887-6185(99)00009-2 
Marzano, L., & Adler, J. R. (2007). Supporting staff working with prisoners who self-
harm. A survey of support services for staff dealing with self-harm in prisons in 
England and Wales. International Journal or Prisoner Health, 3(4), 268-282. 
doi:10.1080/17449200701682501 
Marzano, L., Ciclitira, K. M. & Adler, J. (2011). The impact of prison staff responses on 
self-harming behaviours: Prisoner’s perspectives. British Journal of Clinical 
Psychology, 51(1), 4-18. doi:10.1111/j.2044-8260.2010.02007.x 
Matsumoto, T., Yamaguchi, A., Asami, T., Okada, T., Yoshikawa, K., & Hirayasu, Y. 
(2005). Characteristics of self-cutter among male inmates: Association with 
bulimia and dissociation. Psychiatry and Clinical Neurosciences, 59, 319-326. 
doi:10.1111/j.1440-1819.2005.01377.x 
 107
McHugh, M., & Town, G. (1997). Organizational reactions and reflections on suicide and 
self-injury. Issues in Criminological and Legal Psychology, 28, 5-11. Retrieved 
from http://onlinelibrary.wiley.com/journal/10.1111/%28ISSN%292044-
8333/issues 
McKerracher, D. W., Loughnane, T., & Watson, R. A. (1968). Self-mutilation in female 
psychopaths. British Journal of Psychiatry, 114, 828-832. 
doi:10.1192/bjp.114.512.829 
Meunier, G. F., & Sellbom, M. (2001). Incarcerated self-mutilators: Taxonomy and 
treatment. The Correctional Psychologist, 33, 2-6. 
Milligan, R., & Andrews, B. (2005). Suicide and other self-harming behavior in offender 
women: The role of shame, anger, and childhood abuse. Legal and Criminal 
Psychology, 10, 13-25. doi:10.1348/135532504X15439 
Morey, L. C. (1991). The Personality Assessment Inventory: Professional manual. Lutz, 
FL: Psychological Assessment Resources. 
Morey, L. C. (2003). Essentials of PAI assessment. Hoboken, NJ: John Wiley & Sons. 
Muehlenkamp, J. J. (2006). Empirically supported treatments and general therapy 
guidelines for non-suicidal self-injury. Journal of Mental Health Counseling, 28, 
166-185. Retrieved from: http://essential.metapress.com/content/112203 
Muehlenkamp, J. J., & Gutierrez, P. M. (2007). Risk for suicide attempts among 
adolescents who engage in non-suicidal self-injury. Archives of Suicide Research, 
11, 69-82. doi:10.1080/13811110600992902 
Muehlenkamp, J. J., Hoff, E. R., Licht, J., Azure, J. A., & Hasenzahl, S. J. (2008). Rates 
of non-suicidal self-injury: A cross-sectional analysis of exposure. Current 
Psychology, 27, 234-241. doi:10.1007/s12144-008-9036-8  
Nixon, M. K., Cloutier, P. F., & Aggarwal, S. (2002). Affect regulation and addictive 
aspects of repetitive self-injury in hospitalized adolescents. Journal of the 
American Academy of Child and Adolescent Psychiatry, 41, 1333-1342. 
doi:10.1097/01/chi.0000024844.60748.c6 
Nock, M. K. (2009). Introduction. In M. K. Nock (Ed.), Understanding nonsuicidal self-
injury: Origins, assessment, and treatment (pp. 3-6). Washington, DC: American 
Psychological Association. 
Nock, M. K. (2010). Self-injury. Annual Review of Clinical Psychology, 6, 339-363. 
doi:1146/annurev.clinpsy.121208.131258 
 
 108
Nock, M. K., & Favazza, A. R. (2009). Nonsuicidal self-injury: Definition and 
classification. In M. K. Nock (Ed.), Understanding nonsuicidal self-injury: 
Origins, assessment, and treatment (pp. 183-200). Washington, DC: American 
Psychological Association. 
Nock, M. K., Holmberg, E. B., Photos, V. I., & Michel, B. D. (2007). The Self-
Injurious Thoughts and Behaviors Interview: Development, reliability, and 
validity in an adolescent sample measure. Psychological Assessment, 19, 309-
317. doi:10.1037/1040-3590.19.3.309 
Nock, M. K., Joiner, T. E., Gordon, K. H., Lloyd-Richardson, E., & Prinstein, M. J. 
(2006). Non-suicidal self-injury among adolescents: Diagnostic correlates and 
relation to suicide attempts. Psychiatry Research, 144, 65-72. 
doi:10.1016/jpsychres.2006.05.010. 
Nock, M. K., & Prinstein, M. K. (2004). A functional approach to the assessment of self-
mutilative behavior. Journal of Consulting and Clinical Psychology, 72, 885-890. 
doi:10.1037/0022-006X.72.5.885 
Nock, M. K., & Prinstein, M. J. (2005). Contextual features and behavioral functions of 
self-mutilation among adolescents. Journal of Abnormal Psychology, 114, 140-
146. doi:0021-843X.114.1.140 
Offer, D., & Barglow, P. (1960). Adolescent and young adult self-mutilation incidents in 
a general psychiatric hospital. Archives of General Psychiatry, 3, 194-204. 
doi:10.1001/archpsyc.1960.01710020078010 
Overall, J. E., & Gorham, D. R. (1962). The Brief Psychiatric Rating Scale. 
Psychological Reports, 10, 799-812. doi:10.1192/bjp.187.4.301-a13 
Panton, J. H. (1962). The identification of predispositional factors in self-mutilation 
within a state prison population. Journal of Clinical Psychology, 18, 63-67. 
doi:10.1002/1097-4679(196201)18:1<63::AID-JCLP2270180120>3.0.CO;2-F 
Patry, M. W., Magaletta, P. R., Diamond, P. M., & Weinman, B. A. (2011). Establishing 
the validity of the Personality Assessment Inventory drug and alcohol scales in a 
corrections sample. Assessment, 18(1), 50-59. doi:10.1177/1073191110368484  
Penn, J. V., Eposito, C. L., Schaeffer, L. E., Fritz, G. K., & Spirito, A. (2003). Suicide 
attempts and self-mutilative behavior in a juvenile correctional facility. Journal of 
the American Academy of Child and Adolescent Psychiatry, 42, 762-769. 
doi:10.1097/01.CHI.0000046869.56865.46 
Power, J., Brown, S. L., & Usher, A. M. (2013). Prevalence and incidence of nonsuicidal 
self-injury among federally sentenced women in Canada. Criminal Justice and 
Behavior, 40(3), 302-320. doi:10.1177/093854812474427 
 109
Prinstein, M. J., Guerry, J. D., Browne, C. B., & Rancourt, D. (2009). Interpersonal 
models of nonsuicidal self-injury (2009). In M. K. Nock (Ed.), Understanding 
nonsuicidal self-injury: Origins, assessment, and treatment (pp. 79-98). 
Washington, DC: American Psychological Association. 
Prinstein, M. J., Heilbron, N., Guerry, J. D., Franklin, J. C., Rancourt, D., Simon, V., & 
Spirito, A. (2010). Peer influence and nonsuicidal self-injury: Longitudinal results 
in community and clinically-referred adolescent samples. Journal of Abnormal 
Child Psychology, 38, 669-682. doi:10.1007/s10802-010-9423-0 
Rodham, K., & Hawton, K. (2009). Epidemiology and phenomenology of nonsuicidal 
self-injury. In M. K. Nock (Ed.), Understanding nonsuicidal self-injury: Origins, 
assessment, and treatment (pp. 37-62). Washington, DC: American Psychological 
Association. 
Roe-Sepowitz, D. (2007). Characteristics and predictors of self-mutilation: A study of 
incarcerated women. Criminal Behaviour and Mental Health, 17, 312-321. 
doi:10/1002/cbm.665 
Rosotto, E., Yager, J., & Rorty, M. (1994). Impulsive and self-harm behaviours among 
women with bulimia nervosa. Paper presented at the Sixth International 
Conference on Eating Disorders, New York, NY. 
Ross, S., & Heath, N. (2002). A study of the frequency of self-mutilation in a community 
sample of adolescents. Journal of Youth and Adolescents, 31, 67-77. 
doi:10.1023/A:1014089117419 
Ross, R. R., McKay, H. B., Palmer, W. R. T., & Kenny, C. J. (1978). Self-mutilation in 
adolescent female offenders. Canadian Journal of Criminology, 375, 375-392. 
Saunders L. B., Aasland, O. G., Babor, T. Y., De La Fuente, L. R., & Grant, M. (1993). 
Development of the Alcohol Use Disorders Identification Test (AUDIT): WHO 
Collaborative Project on Early Detection of Persons with Harmful Alcohol 
Consumption-II. Addiction, 88, 791-804. doi:10.1111/j.13600443.1993.tb02093.x 
Schinka, J. A. (1995). PAI profiles in alcohol-dependent patients. Journal of Personality 
Assessment, 65, 35-51. doi:10.1207/s15327752jpa6501_3 
Shea, S. J. (1993). Personality characteristics of self-mutilating male prisoners. Journal of 
Clinical Psychology, 49, 576-585. doi:10.1002/1097-
4679(199307)49:4<576::AID-JCLP2270490416>3.0.CO;2-G 
Sheehan D. V., Lecrubier Y., Sheehan K. H., Janavs J., Weiller E., Keskiner A. J., … 
Dunbar, G. C. (1997). Reliability and validity of the Mini International 
Neuropsychiatric Interview (MINI) according to SCID-P. European Psychiatry, 
12, 232–241. doi:10.1016/S0924-9338%2897%2983297-X 
 110
Sher, L., & Stanley, B. (2009). Biological models of nonsuicidal self-injury. In M. K. 
Nock (Ed.), Understanding nonsuicidal self-injury: Origins, assessment, and 
treatment (pp. 99-116). Washington, DC: American Psychological Association. 
Sigma Assessment Systems. (2011). Personality Assessment Inventory. Retrieved from 
http://www.sigmaassessmentsystems.com/assessments/pai.asp 
Slade, K., Edelmann, R., Worrall, M., & Bray, D. (in press). Applying the cry of pain 
model as a predictor of deliberate self-harm in an early-stage adult male prison 
population. Legal and Criminological Psychology. doi10.1111/j.2044-
8333.2012.02065.x 
Slee, N., Garnefski, N., van der Leeden, R., Arensman, E., & Spinhoven, P. (2008). 
Cognitive-behavioural intervention for self-harm: Randomised controlled trial. 
The British Journal of Psychiatry, 192, 202-211. doi:1-1192/bjp.bp.107.037564 
Smith, H. P. (in press). The meaning of a cut: A phenomenological inquiry into prisoner 
self-injury. Justice Quarterly. doi:10.1080/07418825.2013.779387  
Smith, H. P., & Kaminski, R. J. (2010). Inmate self-injurious behaviors: Distinguishing 
characteristics within a retrospective study. Criminal Justice and Behavior, 37, 
81-96. doi:10.1177/0093854809348474 
Spielberger, C. D. (1996). State-Trait Anger Expression Inventory: Professional manual. 
Odessa, FL: Psychological Assessment Resources. 
Stanley, B., Gameroff, M. J., Michalsen, V., & Mann, J. J. (2001). Are suicide attempters 
who self-mutilate a unique population. American Journal of Psychiatry, 158, 427-
432. doi:10.1176/appi.ajp.158.3.427 
State of Oregon. (2013a). Columbia River Correctional Institution. Retrieved from 
http://www.oregon.gov/DOC/OPS/PRISON/Pages/crci_welcome.aspx 
State of Oregon. (2013b). Oregon State Correctional Institution. Retrieved from 
http://www.oregon.gov/DOC/OPS/PRISON/pages/ osci.aspx) 
State of Oregon. (2013c). DOC Research and Statistics. Retrieved from 
http://www.oregon.gov/DOC/RESRCH/docs/inmate_profile_201301.pdf 
Styer, D. M., Gebhardt, M., & Juzwin, K. R. (2010, June). Treatment of Patients with 
Comorbid NSSI & Eating Disorders. Paper presented at the Fifth Annual 
Conference of the International Society for the Study of Self-Injury, Chicago, IL. 
Swogger, M. T., Conner, K. R., Meldrum, S. C., & Caine, E. D. (2009). Dimensions of 
psychopathy in relation to suicidal and self-injurious behavior. Journal of 
Personality Disorders, 23, 201-210. doi:10.1521/pedi.2009.23.2.201 
 111
Suyemoto, K. L., & Kountz, X. (2000). Self-mutilation. The Prevention Researcher, 7, 1-
4. Retrieved from http://www.tpronline.org/ 
Thomas, J., Leaf, M., Kazmierczak, S. & Stone, J. (2006). Self-injury in correctional 
settings: “Pathology” of prisons or of prisoners? Criminology and Public Policy, 
5, 193-202. doi:10.1111/j.1745-9133.2006.00111.x 
Thorburn, K. M. (1984). Self-mutilation and self-induced illness in prison. Journal of 
Prison and Jail Health, 4, 40-51. Retrieved from http://www.researchgate.net/ 
journal/0731-8332_Journal_of_prison_jail_health 
Torrey, E. F., Kennard, A. D., Elsinger, D., Lamb, R., & Pavic, J. (2010). More mentally 
ill persons are in jail and prisons than hospitals: A Survey of states. Arlington, 
VA: Treatment Advocacy Center. 
Trull, T. J. (1995). Borderline personality disorder features in nonclinical young adults: I. 
Identification and validation. Psychological Assessment, 7, 33-41. 
doi:10.1037/1040-3590.7.1.33 
Virkkunen, M. (1976). Self-mutilation in antisocial personality (disorder). Acta 
Psychiatrica Scandinavica, 54, 347-352. Retrieved from 
http://onlinelibrary.wiley.com/journal/10.1111/%28ISSN%291600-0447/issues 
Wada, K. (2000). Drugs, abuse, dependence and intoxication. Tokyo, Japan: Seiwa 
Shoten. 
Walsh, B. (2006). Treating self-Injury: A practical guide. New York, NY: Guilford Press. 
Walsh, B. (2007). Clinical assessment of self-injury: A practical guide. Journal of 
Clinical Psychology: In Session, 63, 1057-1068. doi:10.1002/jclp.20413 
Walsh, B. (2010, June). New developments in understanding and treating nonsuicidal 
self-injury. Paper presented at the Fifth Annual Conference of the International 
Society for the Study of Self-Injury, Chicago, IL. 
Warm, A., Murray, C., & Fox, J. (2002). Who helps? Supporting people who self-harm. 
Journal of Mental Health, 11, 121-130. doi:10.1080/096382301200041533 
Webster, C. D., Douglas, K. S., Eaves, D., & Hart, S. D. (1997). HCR-20: Assessing risk 
for violence (version 2). Vancouver, Canada: Simon Fraser University. 
Welch, S. S., Linehan, M. M., Sylvers, P., Chittams, J., & Rizvi, S. L. (2008). Emotional 
responses to self-injury imagery among adults with borderline personality 
disorder. Journal of Consulting and Clinical Psychology, 76, 45-51. 
doi:10.1037/0022-006X.76.1.45 
 112
White, V. E., McCormick, L. J., & Kelly, B. L. (2003), Counseling clients who self-
injure: Ethical considerations. Counseling and Values, 47, 220-229. 
doi:10.1002/j.2161-007X.2003.tb00268.x 
Whitlock, J., Eckenrode, J., & Silverman, D. (2006). Self-injurious behaviors in a college 
population. Pediatrics, 117, 1939-1948. doi:10.1542/peds.2005-2543 
William, F., & Hasking, P. (2010). Emotion regulation, coping and alcohol use as 
moderators in the relationship between non-suicidal self-injury and psychological 
distress. Prevention Science, 11, 33-41. doi:10.1007/s11121-009-0147-8 
Yamaguchi, A., Matsumoto, T., Odawara, R., & Takeuchi, N. (2004). Prevalence of self-
mutilation in Japanese University students: A study using self-reporting 
questionnaires. Clinical Psychiatry, 46, 473-479. doi:10.1111/j.1440-
1819.2007.01783.x. 
Yaroshevsky, F. (1975). Self-mutilation in Soviet prisons. The Canadian Psychiatric 
Association Journal / La Revue de l'Association des Psychiatres du Canada, 20, 
443-446. Retrieved from http://publications.cpa-apc.org/browse/sections/0 
Young, M. H., Justice, J. V., & Erdberg, P. (2006). Risk of harm: Inmates who harm 
themselves while in prison psychiatric treatment. Journal of Forensic Science, 51, 
156-162. doi:10.1111/j.1556-4029.2005.00023.x 
Yudofsky, S. C., Silver, J. M., Jackson, W., Endicott, J., & Williams, D. (1986). The 
Overt Aggression Scale for the objective rating of verbal and physical aggression. 
American Journal of Psychiatry, 143, 45-49. Retrieved from 
http://neuro.psychiatryonline.org/journal.aspx?journalid=62 
Zigmond, A. S., & Snaith, R. P. (1983). The hospital anxiety and depression scale. Acta 
Psychiatrica Scandinavia, 67, 361-370. doi:10.1111/j.1600-0447.1983.tb09716.x 
Zuckerman, M. (1994). Behavioural expressions and biosocial bases of sensation-
seeking. Cambridge (England): Cambridge University Press. 
 
  
 113
Appendix A 
Demographic and Mental Health Questionnaire 
 
1. What is your age? _________________ 
2. What is your sex? 
 Male 
 Female 
 Transgendered/ other   
3. What is your race/ ethnicity? 
 African American 
 Asian American 
 Caucasian 
 Hispanic/Latino 
 Native American 
 Bi-/Multiracial 
 Other: _________________ 
4. What is your sexual orientation? 
 Heterosexual 
 Bisexual 
 Homosexual 
 Other: _________________ 
5. What is the highest level of education you have completed? 
 Grade school; last grade completed _________________________________ 
 High school diploma/ GED 
 Some college; number of years completed ____________________________ 
 College degree; degree earned _____________________________________ 
6. What is your marital status? 
 Married or in a long-term relationship 
 Divorced 
 Separated 
 Single and never married 
 Widowed 
 Other: _________________ 
7. Do you have children? 
 Yes 
 No 
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8. What charges led to this incarceration? (List name of each charge): 
________________________________________________________________ 
________________________________________________________________
________________________________________________________________ 
________________________________________________________________ 
9. What is the length of your current sentence in months? 
_________________ months 
 
10. Of your current sentence, how many months have you already 
completed? 
_________________ months 
 
11. Is this your first time in prison? 
 Yes 
 No 
 
12. What is/are your current mental health diagnosis/diagnoses? (put NA if 
none) 
________________________________________________________________
________________________________________________________________
________________________________________________________________ 
 
13. What is/are your previous mental health diagnosis/diagnoses? (put NA 
if none) 
________________________________________________________________
________________________________________________________________
________________________________________________________________ 
 
14. Have you spent time in segregation during this incarceration? 
 Yes 
 No 
 
 
The next questions ask you about nonsuicidal self-injury (NSSI). This means 
hurting/injuring your body on purpose but without the intention of killing 
yourself. Examples of NSSI are cutting or burning yourself on purpose without 
any plan to kill yourself. 
 
 
 115
15. Did you engage in self-injury before coming to prison? 
 Yes 
 No 
 
16. Did you engage in self-injury during your current prison sentence? 
 Yes 
 No 
 
17. Do you engage in self-injury more frequently, less frequently, or with the 
same frequency as before coming to prison? 
 More frequently 
 Less frequently 
 Just as frequently 
 Not applicable  
 
18. Do you speak with BHS staff about your self-injury behavior? 
 Yes 
 No 
 Not applicable 
 
19. Have you had treatment in prison for your self-injury behavior? 
 Yes 
 No 
 Not applicable 
 
20. Do you know of other inmates who self-injure? 
 Yes 
 No 
 
21. Did you spend time in segregation because of your self-injury behavior? 
 Yes 
 No 
 Not applicable 
 
22. Do you agree to give access to your scores on the Personality 
Assessment Inventory (PAI), a multiple-choice test that you completed 
during your intake procedure? 
 Yes 
 No 
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Appendix B 
 
INTRODUCTION 
Thank you for volunteering to participate in this study.  My goal is to understand 
more about nonsuicidal self-injury among male inmates.  I understand that 
thinking about this can be uncomfortable.  Please remember that, if at any point 
you do not want to answer a question, you can pass.  If you have any questions 
or concerns at any point, please feel free to ask me. DO NOT WRITE YOUR 
NAME OR ANY IDENTIFYING INFORMATION ON THIS SURVEY.  That way no 
one will know how you answered the questions.  Do you have any questions 
before we begin? 
 
INVENTORY OF STATEMENTS ABOUT SELF-INJURY (ISAS) 
 
SECTION I. BEHAVIORS 
This questionnaire asks about a variety of self-harm behaviors. Please only 
endorse a behavior if you have done it intentionally (i.e., on purpose) and 
without suicidal intent (i.e., not for reasons of killing yourself). 
 
1. Please estimate the number of times you have intentionally (i.e., on 
purpose) performed each type of nonsuicidal self-harm in prison (e.g., 0, 10, 
100, 500): 
 
Cutting _______ Severe Scratching ______ 
Biting _______ Banging or Hitting Self ______ 
Burning _______ Interfering w/ Wound Healing 
(e.g., picking scabs) 
______ 
Carving _______ Rubbing Skin Against Rough 
Surface 
______ 
Pinching _______ Sticking Self w/ Needles ______ 
Pulling Hair _______ Swallowing Dangerous 
Substances 
______ 
Other (please describe): 
_______________________________________________________ 
 
______ 
_______________________________________________________ ______ 
_______________________________________________________ ______ 
_______________________________________________________ ______ 
 
Important: If you have performed one or more of the behaviors listed above 
while in prison, please complete the final part of this questionnaire. If you have 
not performed any of the behaviors listed above while in prison, you are done 
with this particular questionnaire. 
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2. If you feel that you have a main form of self-harm in prison, please circle 
the behavior(s) on the first page above that you consider to be your main 
form of self-harm. 
 
 
 
3. At what age did you: 
 
First harm yourself? ____________ Most recently harm yourself? ____________ 
(approximate date – month/date/year) 
 
4. Do you experience physical pain during self-harm? 
 
Please circle a choice:  YES   SOMETIMES   NO 
 
5. When you self-harm, are you alone? 
 
Please circle a choice:  YES   SOMETIMES   NO 
 
6. Typically, how much time elapses from the time you have the urge to 
self-harm until you act on the urge? 
 
Please circle a choice: 
 
< 1 hour 
 
6 - 12 hours 
 
 
 
 
1 - 3 hours  
 
12 - 24 hours  
 
 
 
3 - 6 hours 
 
> 1 day 
7. Do/did you want to stop self-harming? 
 
Please circle a choice:  YES   NO 
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INVENTORY OF STATEMENTS ABOUT SELF-INJURY (ISAS) – SECTION II. 
FUNCTIONS 
 
Instructions 
This inventory was written to help us better understand the experience of non-
suicidal self-harm. Below is a list of statements that may or may not be relevant to 
your experience of self-harm. Please identify the statements that are most 
relevant for you: 
 
• Circle 0 if the statement not relevant for you at all 
• Circle 1 if the statement is somewhat relevant for you 
• Circle 2 if the statement is very relevant for you 
 
 “When I self-harm, I am … Response 
1. … calming myself down 0       1       2 
2. … creating a boundary between myself and others 0       1       2 
3. … punishing myself 0       1       2 
4. … giving myself a way to care for myself (by attending to 
the wound) 
0       1       2 
5. … causing pain so I will stop feeling numb 0       1       2 
6. … avoiding the impulse to attempt suicide 0       1       2 
7. … doing something to generate excitement or exhilaration 0       1       2 
8. … bonding with peers 0       1       2 
9. … letting others know the extent of my emotional pain 0       1       2 
10. … seeing if I can stand the pain 0       1       2 
11. … creating a physical sign that I feel awful 0       1       2 
12. … creating a physical sign that I feel awful 0       1       2 
13. … ensuring that I am self-sufficient 0       1       2 
14. … releasing emotional pressure that has built up inside of 
me 
0       1       2 
15. … demonstrating that I am separate from other people 0       1       2 
16. … expressing anger towards myself for being worthless or 
stupid 
0       1       2 
17. … creating a physical injury that is easier to care for than 
my emotional distress 
0       1       2 
   
Response Key: 0 – not relevant, 1 – somewhat relevant, 2 – very relevant 
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 “When I self-harm, I am … Response 
18. … trying to feel something (as opposed to nothing) even if it 
is physical pain 
0       1       2 
19. … responding to suicidal thoughts without actually 
attempting suicide 
0       1       2 
20. … entertaining myself or others by doing something 
extreme 
0       1       2 
21. … fitting in with others 0       1       2 
22. … seeking care or help from others 0       1       2 
23. … demonstrating I am tough or strong 0       1       2 
24. … proving to myself that my emotional pain is real 0       1       2 
25. … getting revenge against others 0       1       2 
26. … reducing anxiety, frustration, anger, or other 
overwhelming emotions 
0       1       2 
27. … demonstrating that I do not need to rely on others for 
help 
0       1       2 
28. … establishing a barrier between myself and others 0       1       2 
29. … reacting to feeling unhappy with myself or disgusted with 
myself 
0       1       2 
30. … allowing myself to focus on treating the injury, which can 
be gratifying or satisfying 
0       1       2 
31. … making sure I am still alive when I don’t feel real 0       1       2 
32. … putting a stop to suicidal thoughts 0       1       2 
33. … pushing my limits in a manner akin to skydiving or other 
extreme activities 
0       1       2 
34. … creating a sign of friendship or kinship with friends or 
loved ones 
0       1       2 
35. … keeping a loved one from leaving or abandoning me 0       1       2 
36. … proving I can take the physical pain 0       1       2 
37. … signifying the emotional distress I’m experiencing 0       1       2 
38. … trying to hurt someone close to me 0       1       2 
39. … establishing that I am autonomous/independent 0       1       2 
   
Response Key: 0 – not relevant, 1 – somewhat relevant, 2 – very relevant 
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(Optional) In the space below, please list any statements that you feel would be 
more accurate for you than the ones listed above: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
(Optional) In the space below, please list any statements you feel should be 
added to the above list, even if they do not necessarily apply to you: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
* * * 
THANK YOU!!! 
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Appendix C 
Informed Consent 
      
1. Study title 
Nonsuicidal Self-Injury among Male Inmates in Oregon Prisons (IRB Project Number 
085-12) 
 
2. Study Personnel 
 
Name Margot Schuerman, M.S., M.Sc., M.A. Genevieve Arnaut, PsyD, PhD 
Role Principal Investigator Faculty Advisor 
Institution Pacific University Pacific University 
Program School of Professional Psychology School of Professional Psychology 
Email  schu0633@pacificu.edu arnaut@pacificu.edu 
Telephone  (503) 352-2900 (503) 352-2900 
 
 
3. Study invitation, purpose, location, and dates 
You are invited to participate in a research study being done by a researcher from Pacific 
University. The study relates to nonsuicidal self-injury (NSSI), for example, self-cutting 
and self-burning. The researcher is interested how commonly and how often men in 
prison carry out NSSI. The researcher also wants to find out why men in prison engage 
in NSSI. This information may help to design programs to support men in prison who use 
NSSI for coping.  The study has been approved by Pacific University and will be 
completed by May 2013.  The study will take place at the Oregon Department of 
Corrections facilities. 
 
 
4. Participant characteristics and exclusionary criteria  
You can participate in this study if you are a man, you are at least 18 years old, you can 
speak and read English, and you completed the intake process no more than 5 years 
ago and no less than 6 months ago.  You cannot participate if you are younger than 18 
years old, cannot speak or read English well, or completed the intake process more than 
5 years ago and less than 6 months ago. 
 
 
5. Study materials and procedures  
What will I have to do? 
• You will be asked to fill out two surveys.  This will take about 30 minutes total. The 
surveys have questions about your age, your race, marital status, education, 
criminal history, mental health history, and experience with injuring yourself.  
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• You will also be asked whether you agree to give access to your Personality 
Assessment Inventory (PAI) scores. The PAI is a multiple-choice test that you 
took during the intake process. 
 
Who else will participate? 
• About 200 other inmates like you will participate in the study. 
 
What will it cost me to participate in the study? 
• It will not cost you anything to be a part of the study. 
 
 
6. Risks, risk reduction steps and clinical alternatives 
a. Are there any risks? 
• You might feel sad, angry, or stressed because of some of the questions in the 
survey. If you begin to feel this way, you can talk to a counselor at Behavioral 
Health Services (BHS) or a staff member you trust. 
• As a prisoner, you do not have a lot or privacy. In the prison, the researcher may 
not have complete control over who hears or sees information about you. There 
is a risk that authorities might overhear or take answers about you from the 
researcher, and that your answers could be used against you. Also, other 
inmates who are called out at the same time may know whether you took the 
survey. The researcher will do everything possible to protect your privacy. For 
example: 
o You don’t have to answer questions that could get you in trouble. 
o You also don’t have to tell anyone that you took the survey unless you 
want to. 
o If you start taking the survey and then change your mind, you can stop. 
• You won’t get in trouble with ODOC or anyone else if you take the survey or 
if you don’t take the survey. 
• This survey is for research only. It won’t change your sentence in any way. 
It won’t change your parole. 
 
b. What are you doing to protect me? 
• We won’t tell anyone if you take this survey or not. We won’t tell the prison. We 
won’t tell your parole officer. We won’t tell your counselor. We won’t tell the 
police. 
• We also won’t tell anyone about what you said on the survey 
• We are only asking about things that you did to yourself. Therefore, we don’t 
have to report anything you say to the police. 
• In this study we will need your State Identification Number (SID number) and 
other personal information (e.g., your name). We will use this information to keep 
track of who takes the survey. We will keep this information in a locked file 
cabinet and will keep it secret. 
• Only a secret number - not your name or SID number - will identify the answers 
to your survey. That way no one can match up your name or SID number with 
your answers except for the trained researcher. 
• When we write or talk about what we learned in this study, we will leave 
identifying information out so no one will be able to tell whom we are talking 
about. 
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c. Need for follow-up examination or care after the end of study participation: 
There is no anticipated need for a follow-up examination or care after your participation 
has ended. 
 
d. Advantageous Clinical Alternatives: 
This study does not involve an experimental clinical trial. 
 
 
7. Adverse event handling and reporting plan  
The IRB office will be notified by the next normal business day if an adverse event 
occurs.  Should an unexpected and/or adverse reaction occur, the researcher from 
Pacific University will notify a correctional officer or staff member to assist in contacting 
Behavioral Health Services. The researcher from Pacific University will provide only the 
information necessary to assist the appropriate personnel to attend to your needs. You 
will be given the opportunity to withdraw and/or withdraw your data from the study if an 
adverse event occurs. 
 
 
8. Direct benefits and/or payment to participants  
It is important for you to understand that parole boards will not take into account your 
participation in this project in making decisions regarding your parole in any way.  
 
a. Benefit(s): 
There is no direct benefit to you as a study participant. 
 
b. Payment(s) or Reward(s): 
You will not be paid or compensated for participating in the study. 
 
 
9. Promise of privacy  
The results of this study will be confidential.  A secret number, not your name or State 
Identification Number (SID) number, will identify the answers to your survey, so that no 
one can match your name or SID number with your answers except for the investigators.  
Your SID number and name, which we need so we can keep track of who takes the 
survey, will be kept on a separate piece of paper in a locked file cabinet inside a locked 
office.  Your name and study ID number will also be kept on an electronic list, which will 
be kept on a password-protected computer that only the researchers have access to.  
The lists with your name, SID number, and study ID number will be destroyed 6 months 
after the study is done.  All the surveys will be carried in and out of ODOC in a locked 
briefcase that nobody but the researcher from Pacific University can open.  When we 
write or talk about what we learned in this study, we will leave things out so no one will 
be able to tell we are talking about you.    
 
While you are taking the survey, all rules and regulations of ODOC still count. For 
example, if you behave badly when you are taking the survey, you could get in trouble 
and that might have an effect on your parole. 
 
We must follow ODOC Counseling and Treatment Services reporting regulations 
and this can take away your confidentiality. We would have to tell someone if we 
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learn of danger to self or others, abuse of identifiable children, disabled or elderly 
persons, staff abuse of inmates, escape plans or attempts, and sexual assaults. If you 
report any of this information on the questionnaire or to us, we might have to contact an 
ODOC staff member. We will not ask for names of inmates and/or staff who committed 
the crime and/or their SID numbers. However, if this information is given, the researchers 
may have to tell BHS. If you do not want this information to be given to BHS, do not tell 
us any names of people committing these crimes. If at any time a participant discloses 
that he has committed a crime while in the ODOC, we might be required to tell an ODOC 
staff member. We will also have to tell Institutional Review Board (IRB) at Pacific 
University by the next business day. 
 
 
10. Medical care and compensation In the event of accidental injury 
During your participation in this project it is important to understand that you are not a 
Pacific University clinic patient or client, nor will you be receiving complete mental health 
care as a result of your participation in this study.  If you are injured during your 
participation in this study and it is not due to negligence by Pacific University, the 
researchers, or any organization associated with the research, you should not expect to 
receive compensation or medical care from Pacific University, the researchers, or any 
organization associated with the study. If you are injured and it is directly related to your 
participation in this study, please contact the Pacific University Institutional Review Board 
at (503) 352-1478. 
 
 
11. Voluntary nature of the study  
Your participation in this study is entirely voluntary. Your decision whether or not to 
participate will not affect your current or future relations with Pacific University or ODOC.  
If you decide to participate, you are free to not answer any question or withdraw at any 
time without prejudice or negative consequences. If you choose to withdraw after 
beginning the study we will not use your answers on the surveys you already completed; 
however, if you contact us more than 6 months after completing the study, we will not be 
able to remove your data.  We will keep all surveys for our records in a locked cabinet for 
5 years. If significant new findings are developed (or discovered) during the course of 
this research, which could impact your decision to continue participation, such findings 
will be shared with you and you will be given the opportunity to withdraw from the study. 
 
 
12. Contacts and questions 
The researchers will be happy to answer any questions you may have at any time during 
the course of the study.  If you are not satisfied with the answers you receive, please call 
Pacific University’s Institutional Review Board, at (503) 352-1478 to discuss your 
questions or concerns further. If you become injured in some way and feel it is related to 
your participation in this study, please contact the investigators and/or the IRB office.  All 
concerns and questions will be kept in confidence. If you have questions about your 
rights as a research subject, or if you experience a research-related injury of any kind, 
please contact the investigator(s) and/or the IRB office. 
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13. Statement of consent  
 
Yes No 
   I am 18 years of age or over. 
   All my questions have been answered.  
   I have read and understand the description of my participation duties. 
   I have been offered a copy of this form to keep for my records. 
   I agree to participate in this study and understand that I may withdraw at any 
time without consequence. 
  
 
Participant’s Name (Print)        Date 
 
 
 
Participant’s Signature Date 
 
 
 
Participant’s SID number Date 
 
 
______________________________________________________________________ 
Investigator’s Signature        Date  
 
